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M.A., aged 34 years, iv-para, was admitted to the Maternity 
portion of the St. Mary’s Hospitals, Manchester, on July 31st, 1907, 
in the early forenoon. Labour had set in during the preceding 
night, and after the patient had been put to bed in the hospital the 
pains were found to be severe and regular; the child was living, with 


the head above the brim of the pelvis. The membranes were not 
ruptured; no vaginal examination had been made before admis- 
sion, and none was made before operation. Considering the patient’s 
obstetric history there was no room for hesitation about making 
arrangements for Cesarean section. Morphia was administered 
hypodermically in order to modify the pains and diminish the suffer- 
ing during preparations. The operation was performed about noon 
the same day. 

On this occasion, the fourth time of operating on the same patient, 
similar difficulties were met with as formerly, owing to the ankylosis 
of the left hip-joint, and the position of the knee lying over the 
cicatrix and pressing against the enlarged abdomen. 

The abdominal incision was made along the centre of the old 
cicatrix, and as the dissection proceeded it was impossible to dis- 
tinguish where the parietal structures ended and the uterine began. 
Ultimately the membranes appeared, and the wound was cautiously 
enlarged to a size estimated to be sufficient to permit of the rapid 
extraction of the foetus. The membranes were then ruptured and 
the foetus was pulled out with just some trifling difficulty owing to 
the position of the arms. The child was slightly asphyxiated, but 
very soon recovered under the vigorous and efficient ministrations of 
one of the House-Surgeons. The placenta was easily separated, but 
in the lower uterine segment the membranes were adherent in some 
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measure and were more easily torn than usual. For fear of leaving 
any shred of membrane a sponge was firmly pushed down from inside 
towards the cervix and there left. At the completion of the operation 
this sponge was extracted per vaginam, not without difficulty, and 
was found to be covered with portions of membrane. 

The uterus did not contract firmly at once, and there was some 
hemorrhage which was, however, soon reduced to mere oozing 
by filling the uterine cavity with sponges and applying pressure for a 
minute or two from above and from the sides. 

The whole operation was completed without any apparent opening 
of the peritoneum. The wound in the uterus was closed by two series 
of silk sutures. No other suture-material was used from first to last 
except the few silk-worm gut stitches introduced to complete the 
suturing of the skin in the external wound. The change of material 
had for its only object the easier recognition of the skin sutures in the 
after treatment of the wound. The wound was dressed with lint 
soaked in carbolic acid and glycerine. 

After the removal of the sponge from the cervix uteri the routine 
swabbing and cleansing of the vagina with corrosive sublimate solu- 
tion were carried out, and an antiseptic pad was applied to the vulva. 

The convalescence was without incident. The highest tempera- 
ture noted was 99°4° on the second day. The pulse never rose to 100. 
The patient was quite comfortable from first to last. Probably owing 
to some improvement in the domestic circumstances she was at the 
time of admission in better condition than on the former occasions, 
and she was able to suckle the child from the fifth day of the puer- 
perium. The abdominal wound healed slowly but perfectly with 
hardly appreciable suppuration in one or two suture tracks. The 
child was a female, well nourished; it weighed 8} lbs., at birth, and 
its length was 18 inches. 

During convalescence Dr. Shaw, Resident Obstetric Officer, ques- 
tioned the patient concerning her symptoms during her pregnancy. 
His note is as follows: 

“ Patient has had no pain, no dragging, no bearing-down sensa- 
tion, no difficulty in micturition or defeecation—in fact she has been 
quite as comfortable as during her first pregnancy, and has not had 
so much discomfort as many normal multipare have—W.F.S.” 

Mother and child left the hospital in excellent health on August 
21st. At the time of discharge the fundus uteri was 7}in. from 
the pubes. 

The previous operations on this patient were described in an 
article published in the Journal of Obstetrics and Gynecology of the 
British Empire for January, 1904; and the first operation, performed 
in April, 1896, was described in detail in the Medical Chronicle of 
July in the same year. The facts of the various operations may be 
concisely recapitulated. 
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Fig. I.—After first operation. 
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First operation. The patient was admitted to the Manchester 
Southern Hospital on the 10th of April, 1896. She had been visited 
that morning by a midwife, who at once sent her to the hospital. 
M.A., a primigravida, aged 23 years, was said to be married. She was 
in a physical sense probably the most remarkable married woman in 
England at the time. On examination the abdomen was found to 
be very prominent, the fetus lying entirely above the brim, with the 
head in the right iliac fossa. The conjugate diameter was just about 
two inches; the membranes were protruding; the os soft and well 
dilated; but no part of the foetus presented. The external genitals 
were swollen and congested. 

The patient was extremely deformed, the most striking feature of 
the deformity being ankylosis of the left hip-joint with flexion of the 
left thigh upwards and inwards, so that the knee pressed upon the 
abdomen. There was extreme lordosis, the hips and shoulders only 
supporting the body on the operation table. Patient was of small 
size, her head was flattened downwards as if she had suffered from 
marked rickets before the hip-joint disease came on; she had lost one 
eye, and her teeth were extremely defective. It became evident sub- 
sequently that her intelligence was of a rather low order. 

The operation of Czsarean section was performed about twelve 
hours from the onset of labour pains. There had been comparatively 
few vaginal examinations before the patient’s admission to the 
hospital. 

The abdominal wound was made unusually high owing to the 
difficulty caused by the lower extremity pressing against the abdo- 
men. The uterine incision was made without “ eventration.” During 
the extraction of the foetus the manipulations were rendered awkward 
by the mother’s limb, and some laceration occurred at the lower end 
of the wound. The uterus, as soon as emptied, was drawn forward 
and an elastic tube was passed round the narrowest portion about the ~ 
isthmus to arrest hemorrhage. The wound in the uterus was closed 
by deep silk and superficial catgut sutures without regard to seizing 
or avoiding the decidua; they were all so inserted as to take a large 
hold of the tissues, and they were drawn tight before tying in order 
to make allowance for the contraction and involution of the uterus. 

The mode of closing the abdominal wound and the dressings call 
for no remark. 

The uterus was steadied in the centre of the abdomen, and hypo- 
gastrium by pads of lint placed laterally and above over the fundus, 
and then held by large plaster bandages in the hope of obtaining 
utero-parietal adhesions. 

The child was vigorous from the first, showing no sign of asphyxia. 
Tt was a fully developed male, weighing seven pounds and a quarter 
at birth, and nine pounds and a quarter when the mother was dis- 
charged from the hospital. 
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The convalescence could not be described as “smooth,” though 
there were never any purely puerperal symptoms. Involution was 
slow, but the lochia remained normal from first to last. Healing of 
the abdominal wound was exceptionally tedious. In the early stage 
after operation there was some broncho-pneumonia from the anes- 
thetic. On the second day the highest temperature and pulse were 
101° and 140. On the third day the highest temperature and pulse 
were 103° and 140. On this day there was sugar in the urine, but no 
sign of milk in the breasts. On several subsequent days a trace of 
sugar was found in the urine, but the breasts never filled so as to 
permit of lactation. 

On April 15th, at 2 p.m., that is to say exactly five days from the 
completion of the operation, the temperature was 104°, the pulse 130, 
and the respirations 37. Cough troublesome. The symptoms gradu- 
ally improved from this time. 

Inquiries made during the later stage of convalescence revealed a 
remarkable history of illness from the age of five; residence in 
hospitals off and on for years; discharge repeatedly as incurable; 
excision of left hip-joint in Crumpsall Workhouse Hospital in the 
course of a three-years’ residence there; then the display of ignorance 
and apathy at home which permitted the ankylosis at the hip and 
flexion of the limb across the abdomen, and the extreme curvature of 
the spine. The right leg was sufficiently well-formed to enable the 
patient to walk with the aid of a crutch. 

More exact measurements of the pelvis were made before the 
patient went home. The distance between the iliac crests was 9} in.; 
between the anterior iliac spines 9in.; the external conjugate was 
5 in., and the true conjugate 2in. During this last examination it 
was ascertained that the uterus was adherent to the abdominal 
parietes just as after ventrifixation. 


Second operation. The patient presented herself again at the 
Southern Hospital at the beginning of August, 1901, when she was 
fully eight months pregnant. The abdomen presented much the same 
appearance as on the first occasion, with the addition of an irregular 
but firm cicatrix marking the former incision, the result of the un- 
satisfactory process of healing. She mentioned that she had a mis- 
carriage at 4 months in 1899. She was quite comfortable, and had 
been so during the whole pregnancy with the usual amount of sick- 
ness, but with no discomforts or dragging beyond the normal. 

The patient was admitted to the hospital on the 14th of August. 
Careful examination led to the conclusion that there was extensive 
and firm adhesion of the uterus to the abdominal wall; it was con- 
sequently hoped that the uterus might be opened and the fetus and 
secundines extracted without opening the peritoneal cavity. As the 
foetus appeared to be well developed and vigorous, lying entirely 
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II.—Showing the scar and ankylosis of the left hip. 
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above the true pelvis, and the abdominal tumour was beginning to 
press too high up, and as the bogy of possible rupture of the uterus 
was still present, it was resolved to proceed with the operation before 
labour pains began. 

Operation on August 22nd, 1901. Under chloroform anesthesia 
an abdominal incision was made along the cicatrix left by the former 
incision. When the sub-peritoneal tissue was reached great care was 
taken in the further dissection, the resistance of the tissues especially 
above and below being constantly tested. An incision estimated to 
be sufficient for the extraction of the fetus was next made down to 
the muscular tissue of the uterus. Traces on the uterus of the former 
operation were searched for in vain. The uterine wall was found to 
be of the normal appearance and resistance, and the wound was pre- 
pared for the final rapid incision of the uterus without any opening 
of the peritoneum. Just at the critical moment the patient began to 
vomit, and the wall of the uterus bulged forward as if it would burst. 
The wound of the uterus was rapidly finished as it had been already 
begun, and the foetus with other contents extracted. 

The uterus contracted under firm pressure from above and at the 
sides. It was then found that a small opening of the peritoneum, 
sufficient to admit the tip of the index finger, had been made at the 
lower angle of the wound on the right side. It had evidently been 
produced by the strain of the vomiting at the last moment. It was 
too small to permit of the entrance of fluid into the peritoneal cavity. 
The wound in the uterus was closed by means of ten deep sutures of 
fine silk and six superficial sutures of catgut. The external wound 
was sutured in stages partly by splitting the margins where the 
cicatrix appeared to be too thin. 

There is little worthy of mention during convalescence. Some 
hemorrhage from the vagina for a few hours after the operation, 
then scanty but otherwise normal lochia. No blood-clot passed at 
any time. Sugar in the urine the day after operation and sub- 
sequently. Temperature rose to 100°4° on the third day, after that 
it remained at or about normal. Pulse remained rather quick (100 to 
112) for seven days, then slowed down to the ordinary rate. Milk 
appeared on the fourth day, and the child was put to the breast 
subsequently in the daytime. No mention is made in the notes of 
the sex and weight, etc., of the child. “ Recovery splendid,” is the 
final note by the house-surgeon concerning the mother. When 
leaving the hospital on September 17th, “both mother and child 
looked well.” 

Although no labour pain had occurred at the time of operation the 
uterus contracted perfectly, and there was no need to interfere with 
the cervix in order to obtain perfect drainage. No vagina] examina- 
tion had been made before operation, but in this case, as in all others, 
the vagina was thoroughly cleansed immediately after the operation 
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by swabbing and rubbing with suitable portions of cotton-wool soaked 
in 1:1,000 hot solution of corrosive sublimate. After that only 
external antiseptic pads were used. 


Third operation. June 23rd, 1903. Patient came into the Southern 
Hospital in labour about lla.m. Arrangements had been made for 
her admission a fortnight later with the object of operation again 
before the onset of labour, but she had made a miscalculation. 
Abdominal examination showed that the foetus was alive and well 
developed, with the head in the right iliac fossa, and the body 
obliquely transverse. As the labour pains were very severe, a full 
dose of morphia was administered to keep them moderate until 
assistance could be obtained and the necessary preparations made. 

Incision made, as on former occasion, through a very hard and 
irregular cicatrix under the same difficulties, owing to the position 
of the left leg. It was hoped that this time there would be no opening 
of the peritoneal cavity, but the sequel was disappointing. 

With all the former precautions the muscle of the uterus was 
reached, and, as formerly, no trace of a previous operation could be 
found. Owing to the position of the fetal head, and the obliquity 
of the uterus in consequence, the incision of the uterus was not 
sufficiently deflected to the right, and a very small opening was made 
into the peritoneal cavity. The child (female), when extracted, was 
slightly asphyxiated, but soon screamed lustily. The uterus did not 
readily contract, and there was a fair amount of hemorrhage before 
it responded to stimulation by sponge within and pressure without. 
The small opening into the peritoneal cavity was probably more of a 
disappointment to the operator than an injury to the patient. The 
wounds in the uterus and abdominal wall were closed in much the 
same way as before. Thorough swabbing of the vagina to finish. 
External pad only. 

Of subsequent incidents there is again little worthy of mention. 
Slight hemorrhage for a few hours. Discharge blood-stained and 
slimy on the third day. No clot ever passed. Temperature gradually 
rose to 101°2° on third day, then gradually subsided and was normal 
by the eighth. Pulse accelerated for first six days, though seldom 
over 100. Sugar appeared in the urine on the fourth day after opera- 
tion, and next day there was sufficient milk partly to nourish the 
child. 

The child weighed 6 lbs. 12 ozs. when 16 days old, and only 7 lbs. 
on the 26th day; but it appeared to be well when seen before leaving 
hospital. 


The mere repetition of the Cesarean operation after the second 
time is more curious from the social and domestic point of view, than 
important from the standpoint of the obstetric surgeon. 
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My case is, however, interesting in some considerable measure as 
being unique in the history of obstetrics in the United Kingdom. 
As far as I can learn it is the only case in which Cesarean section has 
been performed four times on the same woman in this country. 

No inquirer into the history of repeated Caesarean section need 
search further back than the article by Dr. Arthur Wallace,! pub- 
lished in 1902. Dr. Wallace’s contribution is not only encyclopedic 
in the amount of information it contains, but it is full of original 
matter both of observation and opinion of the highest value. The 
author says: “Taking into consideration the 60 modern cases, 
Cesarean section was performed twice in each of 43 cases, three times 
in each of 15 cases, four times in 1 case, and five times in 1 case.” 

For the history of repeated Cesarean section up to 1902 the 
inquirer will do best to consult Dr. Wallace’s article. Since then 
several records of Cesarean section repeated for the third time have 
appeared in the various medical journals of Europe and America. 

I have discovered only two cases of the operation repeated up to 
the fourth time since the publication of Dr. Wallace’s contribution to 
the subject. In 1902 Dr. Charles,? of Liége, published an account of 
four Cesarean sections performed successfully on the same woman. 

He speaks of the difficulty resulting from adhesions which he 
encountered in opening the peritoneal cavity and introducing the 
sutures of the uterus. 

In 1904 Truzzi, of Padua, published a case in which he finally 
performed Porro’s operation: “Una Porro dopo tre tagli cesarei 
conservatori nell’ istessa donna.” The reasons assigned for the Porro 
operation were the occurrence of difficulties which seem to have been 
produced largely by the method of operating. The case illustrates 
the complications which may be introduced into the repeated opera- 
tion by interference with the adhesions which have formed between 
the uterus and the abdominal parietes after the first operation. Truzzi 
felt compelled to proceed to amputation of the uterus owing to the 
presence of numerous adhesions, omental, parietal and intestinal, 
which he conceived it to be his duty to break down. Accumulating 
experience points to the conclusion that the patient is safest when, 
during a second or third operation, the adhesions are most carefully 
preserved from interference. 

Among the questions which long occupied the attention of 
operators after fundamental principles had been more or less settled, 
were the production of sterility, the best time for operating in rela- 
tion to the onset of labour, and the formation of adhesions. There 
appears also in many reports to be in the minds of the operators 
still a shadow of the possibility of rupture of the uterus before a 


1 “On Repeated Cesarean Section,” Journal of Obstetrics and Gynecology of the 
British Empire, December, 1902. 
2 Journal Méd. de Bruxelles, Feb., 1902. 
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second operation. It must also be admitted with regret that some 
difference of practice still exists regarding the site of incision into 
the uterus. 


Question of “ Sterilization.” 


Among the “Conclusions” formulated in Dr. Wallace’s article 
occurs the statement: ‘All Cesarean sections should be performed 
with a view to ulterior pregnancy.” With this opinion I entirely 
agree. In the course of his article Dr. Wallace, discussing some 
differences in practice, summarizes the expressions of English opinion 
on this subject, and I am pleased to find myself in agreement with 
Galabin, H. R. Spencer and others on this question. I agree with 
Galabin that nothing should be done to prevent subsequent preg- 
nancy except in case of fibroid tumour or cancer, but I am not so 
sure that the presence of a fibroid tumour is necessarily a bar to 
conservative treatment. The conservative surgery of fibroids of the 
uterus has made considerable advances even since the time of the 
discussion in 1902, quoted by Dr. Wallace, and it seems probable 
that ere long enucleation, not hysterectomy, will become the general 
rule. 


In looking over an unpublished address prepared during that 
nightmare period in the recent history of midwifery when there was 
a vogue in favour of hysterectomy in cases of septic puerperal 
metritis, I find considerable stress laid upon the consequences of 
hesitation and loss of time resulting from a natural unwillingness to 
extirpate the uterus in young and otherwise healthy women. It 
seems to me that the objection to sterilization, as a supplement to 
Cesarean section, is as strongly supported by the facts of experience 
and inferences from them. Any supplementary wounding and 
manipulation must add to the danger of the Cesarean section. 
The moral objections are equally cogent and strong in both opera- 
tions. 

Extirpation of the merely septic uterus has almost disappeared 
from the category of justifiable operations: it seems to me that 
“sterilization”? and hysterectomy are rapidly following it into the 
limbo of deplorable episodes in the history of obstetrics and 
gynecology. 

The chief argument in favour of sterilizing the patient has been 
the avoidance of the risk of a second operation; but if it can be 
shown that the danger of a second operation can be completely 
eliminated, what room can there be for discussion? and there can be 
little doubt that the danger of a second operation can be reduced to 
the proportions of that resulting, for example, from the use of forceps 
in the primipara. 

It has always seemed to me that sterilization of the poor hospital 
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Fic. IV.—After the fourth operation. Note: the Medical 
Officer who is steadying the patient measures 5 ft. lin. in 
height.. 
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patient, without more ado, in some measure savoured of social 
superiority and professional arrogance and want of imagination. 


Time of operating. 

As a rule no choice is left to us; too frequently we are called upon 
to operate after labour has been proceeding for hours, and even 
after attempts to deliver by forceps or otherwise have failed. Quite 
recently I learned only after the Cesarean operation was complete 
that the patient, an obviously deformed dwarf, had been subjected 
to such tentatives off and on for about twenty-four hours before she 
was brought to the hospital. Even in such cases I regard craniotomy 
on the living child as an altogether unjustifiable operation in the 
practice of a well-found hospital. It must be looked upon as a 
brutal last resort in the hovel. Operative measures may be modified 
in Cesarean section to suit the conditions, when they are frankly 
stated, so as to reduce the danger to the minimum, as for example in 
the cases recently reported from Halle by Veit, and from Copenhagen 
by Leopold Meyer. 


For a long time the weight of authority was in favour of opera- 
ting when the first stage of labour was well advanced. To earlier 
interference it was objected, in the first place, that if the uterus was 
rapidly emptied before pains had commenced it would not contract 
sufficiently to prevent postpartum hemorrhage and other evils. The 
objection was purely @ priori, and about the most groundless and 
foolish of all the a priort arguments ever obtruded into the discussion 
of a medical question—even a question of obstetrics. It was con- 
trary in fact to all the teachings of experience for generations of 
obstetricians with regard to premature labour and the rapid emptying 
of the uterus per vaginam in various complications of pregnancy. 


Another objection to Cesarean section before labour was expressed * 
in the fear that without dilatation of the os by labour pains there 
would be insufficient drainage of the cavity of the uterus and 
dangerous retention of blood-clots and lochia. This fear was soon 
shown to be equally groundless with the supposed danger of in- 
complete contraction. The course and results of operation before 
the onset of pains are well illustrated in my second operation on 
M.A., the subject of this notice, for which the day and hour were 
arranged as for ovariotomy. It is a long time since I began operating 
before the onset of labour pains, and I have taken the impression 
that the patients who are operated on before labour have had the 
smoothest convalescence of all. It is only an impression: my ex- 
perience has been of course too limited to justify generalization. 
Still the favourable course of many such cases reported from Europe 
and America would seem to support the practice of anticipating 
labour. 
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The formation of adhesions. 

Adhesions may result from the fortuitous contact of two internal 
wounds or of omentum or intestine with the uterine or parietal 
wound or both, or they may result from measures adopted purposely 
to produce them. 

In nearly all the recorded cases in which operation was performed 
for the second time or oftener, the adhesions are referred to as a 
source of embarrassment to the operator and increased danger to the 
patient. There may be at one extreme an entire absence of 
adhesions of any kind, or at the other extreme the utero-parietal 
adhesions may be so extensive and continuous that the subsequent 
operations may be completed without opening the peritoneal cavity. 

In the vast majority of cases the operator who has encountered 
adhesions at a second or third operation has conscientiously broken 
them down in order to permit of eventration or the Fundalschnitt 
nach Fritsch or of Porro’s operation. In many of the cases reported 
the fatal termination has been obviously the direct result of inter- 
ference with adhesions which would have been better left alone. 

Dr. Wallace states, concisely and yet completely, as is his wont, 
the reasons why any marked form of adhesion, except the complete 
utero-parietal sort, renders repeated sections more complicated and 
consequently more dangerous: (1) Their separation increases the 
duration of the cperation. A case of second section is quoted in 
which it took Schultze, of Jena, twenty-four minutes merely to 
separate the adhesions. In another second operation Selhorst, of 
Groningen, was occupied for an hour and a half in dealing with 
internal complications resulting from the process of healing after the 
first operation. (2) The separation of adhesions may cause serious 
danger from hemorrhage. (3) The prolonged manipulations of the 
uterus appear occasionally to cause atony of the uterus and post- 
partum hemorrhage. (4) Injury to the intestines is by no means a 
rare occurrence in dealing with adhesions of bowel and omentum. 

Paul Bar, quoted by Wallace, “considers that the formation of 
adhesions signalizes defective asepsis.” If he is right, all successful 
plastic operations, such as perineorrhaphy, must be monumental 
failures of asepsis, because adhesion in a successful case is so com- 
plete. But like the Psalmist in his too sweeping and inclusive 
generalization with regard to “all men,” the distinguished French 
surgeon must have spoken in his haste. I do not see any ground for 
the belief that the formation of adhesions can be prevented by 
asepsis or in any other way, but they may be guided into becoming 
useful complications and not left to blind chance so as to be a source 
of embarrassment and danger. 

Among the many illustrations given by Wallace of injurious 
interference with adhesions is a case of Olshausen’s. At the third 
operation the uterus was found to be adherent to the anterior ab- 
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dominal wall by the whole of its anterior surface. These adhesions 
were with difficulty broken down, peeled off, or ligatured and cut. 
The method of fundal incision was then adopted and the emptying 
of the uterus was followed by atony and free hemorrhage. 


In a second case in which Olshausen had the same opportunity, 
in 1895, when the patient was operated on also for the third time, the 
destruction of almost complete adhesions between uterus and parietes 
gave rise to much difficulty in the manipulations and consequently 
to considerable prolongation of the operation. 


This laborious, tedious, and altogether unsatisfactory method 
appears to have been universally adopted in Continental Europe. 
Contrast with it Dr. Herbert Spencer’s brilliant operation. In the 
report of “A case of Cesarean Section performed for the third time 
on the same patient under Local Anesthesia” (Journal of Obstetrics 
and Gynecology of the British Emprre, vol. i., 1902), the following 
passages occur: “The child was delivered by the head in one minute 
fifteen seconds; the placenta and membranes were removed in two 
minutes thirty seconds from the commencement of the operation.” 
... “Owing to the adhesion of the uterus to the abdominal wall 
resulting from the previous operations, the peritoneum was only 
slightly opened at the upper and left part of the incision.” 


In a case, summarized by Wallace, in which the operation was 
performed for the third time by Van de Poll, of Amsterdam, the 
adhesions were all broken down in order to permit of the Porro 
amputation. The abdomen had to be reopened the same evening on 
account of hemorrhage from the lacerated wound produced by tear- 
ing down adhesions of intestine. 


There are many recorded illustrations of the unnecessary and 
injurious tearing down of adhesions in order to complete the 
operation by an undesirable Porro amputation, or to introduce the 
fundal incision into the proceedings. Occasionally when the forma- 
tion of adhesions is left to accident it may be necessary to interfere 
with them in the course of the operation. In a recent case of my 
own in which the first section was done a good many years ago, I 
found at the second operation a loop of small intestine so attached 
to the anterior surface of the uterus and so near to the position in 
which the uterine incision ought to be made that I began to separate 
intestine and mesentery from the uterus in order to make room. The 
bleeding which followed was so severe that I had to abandon the 
attempt at separation. To prevent an ugly denuded portion of the 
uterine surface from being left to the chances of contracting un- 
desirable relationships by adhesion, it seemed advisable to introduce 
sutures. These certainly controlled the hemorrhage, but left a 
highly “ unsurgical ” patched appearance about the portion of the 
uterus from which the intestine had been partially separated. The 
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manipulations also required a considerable time and entailed much 
additional exposure of the parts. 

Equally by mere chance the adhesions may form between uterus 
and parietes only, and may become so firm and extensive as to render 
a second operation comparatively safe and simple. It may even be 
completed without opening the abdominal cavity. 

One of the most remarkable cases of this kind on record was that 
of Michaelis, of Kiel, who, in 1836, performed Cesarean section for 
the fourth time upon the same patient without opening the peri- 
toneal cavity. Dr. Wallace has done English-reading obstetricians 
an excellent service in bringing back from the limbo of half-forgotten 
events the story of this operation; it ought to have been an epoch- 
making episode in the history of Obstetric Surgery. Michaelis had 
come to the conclusion from observations upon the patient, and after 
consultation with a colleague from Berlin, that the most 
favourable condition for repeated operation was when adhesions 
had formed between the uterus and abdominal parietes to such 
an extent as to enable the operator to avoid opening the 
peritoneal cavity. In the times before wound-suturing, anesthesia 
and antiseptics, opening the abdomen to the access of blood 
and lochia was of course an extremely fatal step in the 
operation, and an extraperitoneal incision had a value which we 
can now hardly appreciate. “The advantages which such an incision 
holds out with which the peritoneal cavity is not opened at all, are 
too evident to require further explanation. . . . I therefore designed 
the site of the incision in such a manner that it coursed near all three 
adherent patches, since these isolated points only promised partially 
the advantages of adhesion. . . . The incision was placed to the left 
of the middle line and ran obliquely from above and externally 
downwards and inwards crossing the second and third scars at an 
acute angle. ... The peritoneal cavity appeared unopened, since 
the uterus was completely adherent to the abdominal wall.” 

Although we may regret that this remarkable operation, not 
accidentally discovered but reasoned out and executed with success, 
had no sequel, was in fact forgotten, we can well understand the 
reason from the facts of contemporaneous obstetrics. There was a 
universally prevalent feeling of discouragement owing to the usually 
disastrous results of Cesarean section. The world had to wait for 
forty years until Porro could operate with well-grounded hope of 
success, and longer until the conservative operation of Sanger 
obtained a recognized place in obstetric surgery. From that time 
until the end of the century obstetric surgeons were still discussing 
comparatively unimportant differences, such as the site of incision, 
as well as the questions already considered here. But the method of 
dealing with adhesions encountered in repeated operations received 
little or no consideration. Such problems are naturally difficult to 
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solve; the contribution from the experience of individual operators 
must be comparatively limited in amount, and evidence sufficient to 
permit of generalization slow in accumulating. 


Site of incision. 

It seems to me that we have now sufficient experience to settle 
this question for all time. If arguments and reasons assigned from 
experience are to count for anything the Fundalschnitt nach Fritsch 
should pass into desuetude, or if practised at all it should be only as 
an exception under special conditions. It was supposed to cause less 
hemorrhage, to enable the operator to avoid the placental site, and 
soon. But hemorrhage can always be avoided by suitable measures 
with the convenient frontal incision, and the fear of the placental 
site is not justified by experience. 

The remarkable, and as I respectfully maintain, not quite reason- 
able, favour for the fundal incision is well shown in contributions by 
Italian operators, e.g., by Ferrari in his account of work done at 
Florence. He mentions twenty-five cases of Cesarean section with 
the transverse fundal incision, and defends this method chiefly on 
the fallacious grounds that it avoids the placental site, and causes 
less hemorrhage, and that hemorrhage can be arrested by suturing 
more quickly and with greater certainty. 

In further support of his opinions Ferrari! records cases of 
operation a second time with the fundal incision in which the frontal 
long incision had been adopted the first time. In one of the cases he 
found loose adhesions between the abdominal parietes and the 
uterine cicatrix. His opinion about the advantage of loose adhesions 
appears to be that they are more easily torn down. 

Sippel has asserted that you cannot obtain satisfactory healing 
of a wound of the placental site, and on that account he has recom- 
mended and even practised incision of the posterior wall. For my 
own part I have often recognized before incising the uterus that the 
placenta was attached in front, but I have not tried to avoid it, and I 
have never seen appreciably more bleeding on that account; I have 
never encountered any difficulty with the suturing of the uterus, nor 
have I seen any evidence of embarrassment to the process of healing 
in the uterine wound. 

It is just possible that experience may prove that a transverse 
incision at the isthmus may be in exceptional cases the best. I am 
thinking of those cases which are at present so often considered 
spoiled for Cesarean section owing to mistaken prolonged and futile 
efforts to deliver the patient with forceps or otherwise. It is with a 
feeling of shame and indignation that I have sometimes to listen to 
justifications of the monstrous practice of craniotomy on the living 


1. Tre casi di taglio cesareo ripetuto snlla stessa donna con speciali considerazioni 
riguardo alla incisione sul fondo, secondo Fritsch. Arch. di Ost. e Gin., 1902. 
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child on this ground alone. “Embryotomie sur l'enfant vivant a 
vécu/” an epigrammatic aphorism to be seen on a wall map in the 
amphitheatre of the Clinique Baudelocque in Paris, has not yet been 
heard of in Manchester. 

In the Report for 1905 of the Copenhagen Maternity Hospital, 
Professor Leopold Meyer mentions a case in which he resorted to the 
Porro operation. The patient was a vii-para with Naegele pelvis, 
admitted after being infected by examinations at home. The child 
was living and well-developed. The mother had slight fever (lette 
Febrilia) in the course of the puerperium, but was discharged well. 
Hysterectomy in the infected vii-para may present very different 
problems from the same operation in the i-para. 

But though the low transverse incision is now usually practised 
in conservative Cesarean section in infected cases, on the ground that 
it is practically extra-peritoneal, I am confident that a modification of 
the operation which I shall describe in the sequel would be fully as 
safe as the transverse incision, it would be much easier of execution, 


and would leave the patient in a safer condition for a future 
operation. 


Suture Material and the fear of Rupture of the Uterus. 


It is surprising to have to read still in the records of cases the 
frequency with which either the cicatrix in the uterus resulting from 
a former operation has been found very thin, or actual rupture has 
occurred. 

For example, Professor Leopold Meyer describes (1903) a case 
in which at the second operation rupture of the old uterine 
cicatrix was discovered. He had used catgut only as suture 
material at the first operation, and he expresses a resolution to use 
silk as well as catgut in future. The patient made a good recovery 
in spite of the complication. In the four cases of repeated operation 
in my experience there has never been any thinning of the uterine 
wall nor any trace of a cicatrix or of suture material. My belief is 
that if silk was always employed for sutures, and these, both deep 
and superficial, were freely used, we should seldom or never hear of 
rupture in pregnancy after Cesarean section. A few fine silk threads 


more or less can matter little in such a highly vascular organ as the 
puerperal uterus. 


The intentional Production of Utero-parietal Adhesions. 


My experience of repeated Cesarean section and of pregnancy 
and parturition after hysteropexis hypogastria, that is to say, real 
ventrifixation of the uterus, has led me to the conclusion that the 
best method of operating is that which secures close and extensive 
and symmetrical adhesions between the front of the uterus and the 
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parietes, and excludes the formation of omental and intestinal 
adhesions from an area which may become the field of a future 
Cesarean operation wound. 

Dr. Wallace has been so friendly and generous as to describe my 
former attempts to bring about adhesions by means of pads and by 
rubbing iodoform into the wound. The whole truth, however, re- 
quired the record of occasional complete or partial failure of these 
tentatives. But I must protest that Dr. Wallace has been vastly too 
reticent and modest with regard to his own contribution, and that of his 
colleague, Dr. Burton, towards settling the question of the production 
of adhesions, According to my recollection, Dr. Wallace and I discussed 
the partial failure to obtain utero-parietal adhesions as illustrated in 
my second operation on the same patient, and agreed that some sort 
of utero-parietal suturing would probably be the best method of 
obtaining the objects aimed at. But it was Dr. Wallace himself who 
first introduced utero-parietal sutures, and Dr. J. E. Burton soon 
after modified the proceedings in a direction still nearer to ventri- 
fixation. My first opportunity did not come till a considerably later 
time. I regret to say that I have had no opportunity of operating a 
second time on any patient in whose case ventrifixation has been 
added to the ordinary proceedings of a first Caesarean section during 
the last five years. 

But at last complete incorporation of the abdominal parietes with 
the anterior surface of the uterus has been obtained intentionally by 
repeated operations, and the history of the pregnancy and the steps 
of the operation show that hysteropexis hypogastria does not un- 
favourably modify pregnancy and that an absolutely extraperitoneal 
Cesarean section, apparently devoid of danger, is practicable at a 
second operation if certain measures are adopted on the first occasion. 

There is a large body of evidence in support of this opinion. 
In the last few years numerous cases have been reported which 
point to the conclusion that if adhesions occur, and are respected 
at a subsequent operation, the danger to the patient is vastly 
diminished. In fact I have not seen a reference anywhere to a 
fatal result in such a case. 

One of the best illustrative cases which I have seen reported is 
that of Dr. Green, of Boston (American Journal of Obstetrics, June, 
1903). He states that at the Boston Lying-in Hospital there had 
been six cases of operation twice, and one of operation three times. 
In one case the adhesions were so strong and extensive that the peri- 
toneal cavity was not opened. Like all obstetric surgeons who have 
had similar experience Green is strongly opposed to sterilization. 

Evidence is also strengthened by the failures in the best hands. 
In a case of operation for the third time reported by Treub of 
Amsterdam (Nederl. Tijdschr. v. Verlosk. en Gyn., Haarlem, 1905) 
adhesions were found between colon and uterus, and both tubes were 
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resected in order to prevent another pregnancy. No vaginal examina- 
tion had been made before operation, but at the time of admission to 
hospital the patient’s temperature was 101'5°. She died in a few days 
from general peritonitis. In addition to this the principal pathological 
condition found on post mortem examination was a specially acute 
salpingitis. The cause of the pyrexia before operation was ap- 
parently not cleared up. We see illustrated here the uselessness or 
danger of fortuitous adhesions in the wrong place, even up to the 
third time of operation. 

An obvious practical conclusion from both favourable and un- 
favourable cases must surely be that it is wise to take steps at a first 
operation to secure sufficient adhesions in view of a second operation 
becoming necessary. What can we do to secure extensive and strong 
adhesions in the right place? 


The technique of the operation completed with the object of 
obtaining sufficient adhesions may be best stated in the details of a 
recent case. 

C.F., et. 24, married 12 months, I-para. 

Admitted to St. Mary’s Hospital August 20th, 1907. The patient 
had been examined at her home by a House-Surgeon or Resident 
Medical Officer and admitted for Cesarean section. 

History of excessive vomiting during the whole time of preg- 
nancy. Temporary treatment as in-patient on this ground alone. 
Patient at time of admission was in a wretched condition of health. 
She was small in stature and very thin and sickly in appearance. 

The height of the fundus above the pubes was 9 inches; the ab- 
‘dominal walls were “not greatly stretched.” The shape of the 
uterine mass was “irregular.” The head of the foetus was entirely 
above the brim. The cervix was soft and still unobliterated; 
external os not dilated; membranes not ruptured. 

The pelvic measurements were: Intercristal 9 inches; inter- 
spinous 8 inches. External conjugate 62 inches; true conjugate 
estimated to be 3} inches. 

Labour pains came on unexpectedly on August 20th. Operation 
commenced at 1-15 a.m., August 21st; chloroform anesthesia. 


1. Usual external incision; eventration and wrapping up of 
uterus; strong temporary suture of abdominal parietes above the 
sponge to prevent dislocation of bowels during operation. 


2. Sufficient incision of uterus in middle line carried somewhat 
lower down than was usual when we feared to open cellular tissue. 
Extraction of foetus, placenta, etc. 


3. Application of elastic ligature, not drawn too tight, but 


sufficient to prevent hemorrhage and to render manipulations by 
assistant unnecessary. 
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4. Rapid and complete suture of uterine wound with silk only; 


deep sutures taking large hold and tied tight; superficial sutures 
numerous. 


5. Removal of elastic band and slight compression and annul 
tion of uterus under suitable sterilized hot wet cloth. With return of 
blood supply there was the usual change of colour of the uterus to 
red followed by sufficiently firm contraction. Uterus now put back 
into its normal position and obvious supplementary manipulations 
carried out. 


6. Hysteropexis hypogastria. 


(1) Fine silk sutures, one on each side, were introduced low down 
in the vesico-uterine fold well beyond the bladder laterally so as to 
close the fold and prevent intrusion of intestine at some future time. 


(2) The parietal peritoneum about the level of lower end of the 
abdominal wound was drawn out a little. A fine silk suture was 
then passed through the peritoneum from without and made to take 
hold of a layer of the uterus well out from the margin of the uterine 
wound; it was then passed back through the peritoneum and tied. 
The knot was consequently extraperitoneal. 


(3) This method of suturing was continued symmetrically on 
both sides until the uppermost sero-serous suture was slightly above 
the level of the lower margin of the corpus uteri. 


(4) A stronger silk thread was now passed through the fascia 
on the left side of the wound, taking a good hold of it, then 
continued through the peritoneum and across through a considerable 
not very superficial portion of the uterus. The suture was then 
brought out through peritoneum and fascia, and so was ready to be 
tied as a buried suture. 

In this particular case a second transverse suture was passed in | 
exactly the same way a little higher up, so as to include the uterine 
wound very close to its upper termination. When these two sutures 
came to be tied, the front of the uterus to half way up the corpus was 
entirely cut off from the peritoneal cavity, and the possibility of 
forming adhesions with bowel or omentum was no longer to be feared. 


7. The final details common to all Cesarean sections in closing 
the abdominal wound by four series of sutures. 


8. Thorough swabbing of the os uteri and vagina with hot, strong, 
corrosive sublimate solution, and application of wet antiseptic pad to 
vulva. 

In the surgical obstetric history of the case there is nothing 
further to record in illustration of a principle. Child, a male, weighed 
74 lbs. at birth. Not suckled. In spite of absence of lactation the 
ineelution of uterus went on slowly but steadily. On examination 
by abdominal palpation and vaginal exploration on September 21st, 
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the fundus was found to be 3 inches above the pubes and well for- 
ward. Abdominal cicatrix strong. No pain or tenderness anywhere. 


By this modification of Cesarean section we have secured certain 
safeguards in view of a future operation. 


(1) A wide area of adhesion of the uterus to the abdominal 
parietes by the sero-serous sutures. 


(2) Firm support of the uterus by transverse sutures so as to 
prevent displacement during involution. 


(3) Room for the bladder to perform its functions without em- 
barrassment. 


(4) Exclusion of intestine and omentum from the field of a 
future operation, and security from obstruction of bowel by entangle- 
ment in the vesico-uterine cavity. 


(5) In case of carelessness on the part of a patient at the time of 
a subsequent labour, or of mistaken attempts at instrumental delivery 
by the accoucheur with consequent injury and perhaps infection, the 
Cesarean operation could still be carried out with the minimum of 
risk because suitable measures could be adopted during operation to 
deal with the infected cervix. For example, the lower uterine seg- 
ment could be drained through the lower end of the abdominal 


wound and permanent irrigation could be employed if considered 
advisable. 


It may be objected that the sero-serous, and especially the trans- 
verse sutures, would cause a sense of discomfort or even pain by 
dragging, after involution of the uterus had well advanced. This is 
an @ priori objection such as has been brought against ventri- 
fixation in general, and it is, as with ventrifixation properly per- 
formed, altogether without foundation in fact. It is easy to estimate 
during operation the parts of the parietes and uterus which are to be 
ultimately neighbours, and to make allowance for involution. And 
as a matter of experience there is no disevmfort whatever after in- 
volution; and there does not appear to be any reason to anticipate 
dragging or discomfort during the evolution of the uterus in a 
future pregnancy. My experience of about thirty patients cured of 
sterility by hysteropexis hypagastria who have gone through preg- 
nancy and parturition without an abnormal symptom, enables me to 
regard @ priori objectors with indifference. 


It will be readily conceded as a principle that any supplementary 
proceedings in Cesarean section, undertaken with such objects as 
sterilization or reduction of risk in the future, should be as simple 
technically as efficiency will permit. For the operation which has 
just been described it may be confidently claimed that it involves the 
least possible manipulation and risk’ compatible with attaining the 


4 
ie 
at 
7 


Sinclair: Caesarean Section 353 


objects in view. If this operation appeals to the judgment of the 
Fachgenossen, and receives a fair trial from competent operators, I 
have no doubt that many modifications and improvements will be 
proposed and put into execution in the direction of simplicity, 
efficiency, and therefore of safety; but that some such method of 
operating must take the place of sterilization, and hysterectomy, and 
other barbarities, I have a firm conviction. They must disappear 
with symphyseotomy, craniotomy on the living child, and the use of 
the clamp in gynecological operations, and with “ Raw Haste, half 
sister to Delay ” in all things obstetrical. 


Journal of Obstetrics and Gynecology 


A Study of Suppuration of the Ovary with Illustrative 
Cases, 


By James Ottver, M.D., F.R.S. (Edin.), F.LS., 
Physician to the Hospital for Women, Soho Square, London. 


BeroreE discussing the question of suppuration of the ovary let me 
recall some anatomical facts relative to this organ which it is 
important for us to bear in mind. 

The ovary is a small pedunculated body weighing from sixty to 
one hundred grains. The stroma which constitutes its true substance 
is circumscribed and confined by a firm layer of fibrous tissue the so- 
called tunica albuginea which is a condensed part of the ovarian 
stroma. External to this is another membrane which is essentially 
the peritoneal covering but the minute anatomy of this structure is 
somewhat different from that of the general peritoneum. The serous 
covering of the mesovarium is the same as the general peritoneum and 
the line of demarcation between the two kinds of epithelium is located 
at the base of the ovary. 'For its size the organ has an extremely 
large supply of blood.’ It possesses two sets of vessels, a superficial 
and a deep. The former permeates the tunica albuginea whilst the 
latter, the more important, ramifies in the stroma and supplies 
the Graafian follicles. The entire blood supply is transmitted by 
vessels located in the mesovarium, which is virtually the pedicle or 
stalk of the organ, and so completely is the circulation of the ovary 


: a withdrawn from that of the rest of the body that under ordinary 
ie circumstances no compensatory increment thereto can be effected by 
at anastomosis. In consequence of inflammation of the stroma the 

ee streaming of blood may be arrested in the deeper set of vessels only, 
but as a result of torsion of the mesovarium the blood supply to the 
a whole organ can be cut off. In the latter case the blood vessels of the 


entire organ perish and thereafter no regeneration of vessels is possible ; 
consequently the organ remains for ever non-vascular and gangrene 
of the part is prevented solely by the imbibition of nutrient material 
from those structures with which it may have contracted adhesions. 
In the former case the circulation in the superficial set of vessels 
is maintained and their activity may become so augmented that 
inflammatory lymph may be deposited on the serous covering of the 
ovary. Lymph thus deposited may become organized, and thus ad- 
hesions may be contracted with neighbouring and contiguous organs 
and structures, and through these adhesions the vascularity of the 
ovary may be supplemented. 

Suppuration of the ovary is an event of not infrequent occurrence. 
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It may take place in an organ which previously was apparently quite 
healthy or in one which already had undergone some retrograde 
change. These products may be designated respectively “the pure ”’ 
and “the mixed” abscess. The former on account of the manner 
in which disintegration results is seldom larger than an orange, but 
the dimensions of the mixed abscess may equal those of the full time 
pregnant uterus. A full time ovarian pregnancy may suppurate, but 
in the majority of cases the mixed abscess has resulted from suppura- 
tion of an ovary which previously had undergone some cystic de- 
generation and this may have been simple, colloid, dermoid or even 
hydatid in character. Whatever the pre-existing state may have been 
it but rarely happens that we find more than one loculus or sac of 
pus in any given ovary, and it is highly probable that when suppura- 
tion occurs in a previously healthy organ the liquefaction which de- 
termines the formation of pus begins in reality at no definite spot 
but forthwith involves the whole organ or the entire stroma. The 
pure abscess does not, as has been alleged, result as a rule from 
inflammation, suppuration, and the subsequent coalescence of separate 
Graafian follicles.. If it were usually thus produced then the single 
and not the multiple would be the more rare form of abscess of the 
ovary, and we should not as we do now look in vain for the evidences 
of disintegrated septa in our cases, inasmuch as it is improbable that 
the vessels traversing septa thus evolved could always so disappear as 
not to leave some trace of their existence. Blood vessels thus in- 
fluenced would not invariably be so completely obliterated before the 
septa broke down that no local hemorrhage and no systematic dis- 
turbance would ever result therefrom. Moreover the rare multiple 
abscess may develop long after the ovary has ceased to be functionally 
active, a fact which militates against the theory of the follicular mode 
of formation. ‘Again when the healthy ovary becomes converted into 
a bag of pus, the transformation is as a rule effected in a few days, © 
and this corroborates my tenet that there is a sudden and general 
rather than a gradual and piecemeal disintegration of the organ. 
Suppuration of the ovary may occur at any age, but it is very 
noteworthy that the symptoms associated with the existence of pus 
in this organ date back in many cases to the earliest days of marital 
life, and frequently it is not even these symptoms but the persistence 
of a state of sterility which causes the patient to seek advice, It 
results in the production of a more or less globular swelling and as 
already remarked this in the case of the pure abscess is seldom larger 
than an orange, but the mixed abscess may form an enormous abdom- 
inal tumour. In the latter case the suppuration has been super- 
induced and it is the pre-existing retrograde change which is chiefly 
responsible for the great size. The tumour formed by a suppurating 
ovary may be confined to the pelvis, it may extend to a greater or 
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less extent into the abdomen constituting an abdomino-pelvic tumour, 
or in a few rare cases when there is dismemberment of the ovary from 
its broad ligament in consequence of intense torsion of the meso- 
varium the tumour may be situated wholly in the abdomen, Prior to 
the occurrence of such a severance the organ has usually contracted 
adhesions with contiguous structures, and if the omentum alone should 
chance to be thus implicated, then the ovary enveloped in this struc- 
ture may be withdrawn from the pelvisand may present the characters 
of a true abdominal neoplasm. The broad ligament from which an 
ovary has in this way been severed will be more or less markedly con- 
tracted and puckered and this may be detected by vaginal examina- 
tion. When a suppurating ovary forms an abdomino-pelvic tumour 
fluctuation can generally be elicited readily, but this physical sign 
may be masked not only by extrinsic inflammatory material and ad- 
herent structures but by the abscess wall itself which is often greatly 
thickened and indurated. If the tumour be wholly confined to the 
pelvis it may be exceedingly difficult and even impossible to deter- 
mine whether the contents are fluid or not. 


The liquefactive process which results in the formation of a pure 
abscess of the ovary involves as a rule the stroma only, but in a 


few rare cases it invades also the tunica albuginea. In the latter 
case the abscess is extremely apt to rupture into the general cavity 
of the peritoneum, as any adhesions which may have chanced to form 
under such circumstances are generally of little real protective value. 
Fortunately the tunica albuginea usually escapes liquefaction, as the 
inflammatory disturbance in this and the external or peritoneal cover- 
ing pursues a constructive rather than a destructive course and causes 
an exudation of lymph which speedily tends to become organized. 
The lymph thrown out on this serous surface results in the formation 
of adhesions and by these the ovary may become more or less in- 
timately incorporated with neighbouring and contiguous organs and 
structures. In a measure these adhesions are salutary, and through 
their good offices a pure abscess of the ovary may continue dormant 
for years. The mobility of an ovary thus involved is more or less 
markedly impaired and an abscess in this organ may be so closely 
adherent to the uterus that the entire mass may appear to be wholly 
uterine. Under such circumstances a differential diagnosis may be 
not only difficult but impossible, especially if the patient is the sub- 
ject of menorrhagia or metrorrhagia, since a thick-walled abscess 
may seem to be as solid as a fibroid neoplasm. 


When percussion can be practised over a suppurating ovary the 
note elicited should be dull, but bowel adhesions may so modify this 
physical sign that the tumour may be everywhere resonant. The 
resonance noted may not however be due so much to bowel adhesions as 
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to the presence of gas in the abscess itself and the contents of such 
are often extremely fetid. 

When inflammation of the ovary is caused by the action of some 
virulent micro-organism or poison the derangement may for a time 
run a very acute course. Within, as a rule, thirty-six hours after the 
exposure to the virus there will be noted a more or less marked rise 
in the body temperature, and during the succeeding five or six days a 
rigor may be experienced. The rigor is the culmination of the in- 
flammatory process: it marks the time when liquefaction of the 
ovarian tissue was effected and the organ virtually became trans- 
formed into an abscess. Thereafter the temperature usually reverts 
somewhat rapidly to normal but if, as occasionally happens, a more 
or less febrile state be maintained for weeks it nevertheless seldom 
happens that there is displayed any further tendency to rigor. The 
original morbific influence is now expended, and the purulent material 
which has resulted from its action is practically isolated from the rest 
of the body being confined by a densely fibrous and impermeable wall, 
hence the subsequent comparatively tranquil state. As already ob- 
served the liquefactive process may involve the tunica albuginea as 
well as the stroma, and rupture resulting thereby, the pus may be 
extravasated into the general cavity of the peritoneum the symptoms 
attendant thereon being those of collapse. This untoward event 
usually happens before the tenth day from the onset of the disturb- 
ance. In the majority of cases, however, the apparently healthy 
ovary becomes transformed into an abscess so insidiously that we are 
unable to fix the time when the disorder probably originated. When 
an ovary which previously had undergone some retrograde change 
begins to suppurate the attendant symptoms are generally those in- 
dicative of an acute localized inflammation. The frequency of the 
pulse is more or less increased and at some period of the twenty-four 
hours the body temperature will rise to several degrees above normal. 
Vomiting may be a troublesome symptom. During the acute stage 
there are commonly more or less localized pain and tenderness, and if 
the existence of a tumour had previously been noted some increase in 
its size will usually be remarked. The constitutional symptoms ob- 
served in conjunction with the formation of a mixed abscess of the 
ovary may, however, asin the case of the pure abscess, subside rapidly, 
and thereafter the presence of purulent material in the tumour may 
not be indicated by any clinical fact and may consequently not be 
suspected. The temperature may practically be normal and not such 
as we are accustomed to associate with the existence of pus. Pain 
is undoubtedly one of the commonest symptoms of “ the pure” and 
“the mixed ” abscess of the ovary, but this may be very variable in 
character and it is not always referred to that ovarian region which 
corresponds with the purulent collection. It probably is dependent 
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chiefly upon the adhesions which have resulted from the involvement 
of the peritoneum in the inflammatory process. Without apparent 
reason recurring attacks of pain are occasionally experienced under 
such circumstances, but it is noteworthy that similar attacks 
may be observed in conjunction with the remnants of an adhesive 
peritonitis when there is no pus in or about the organs of the pelvis. 
At the onset of a virulent inflammation the pain associated therewith 
is sometimes severe but it seldom continues so for any great length 
of time. In the majority of cases pain is in fact never an important 
symptom; generally it is so trivial that although it may have per- 
sisted for years the patient has never thought of seeking advice 
regarding it. 

In cases of tuberculous suppuration of the ovary amenorrhea is 
sometimes observed and this appears to be a correlate of the disease, 
but in non-tuberculous cases menorrhagia or metrorrhagia may quite 
incidentally occur. 

It is important to remember that an ovary containing pus may be 
adherent to bowel, omentum, and neighbouring structures, and may 
thus remain more or less dormant for years causing little or no dis- 
comfort and producing no noteworthy disturbance of the menstrual 
function. The tunica albuginea and the outer or peritoneal covering 
are generally somewhat thickened and these together with the adhe- 
sions which usually have formed militate against the occurrence of 
rupture. In tuberculous cases, necrosis or ulceration of the abscess 
wall is apt to take place, and under such circumstances the pus may 
escape into the peritoneal cavity or may find its way externally 
through the medium of the bowel or bladder. 


The etiology of suppuration of the ovary is a very intricate and 
debatable problem, and the difficulty in arriving at any definite con- 
clusions concerning it is enhanced by the fact that chemical sub- 


stances as well as micro-organisms may determine the formation of 
pus 


The normal secretion of the vagina is highly antiseptic and this 
property is due to a free mineral acid which it contains. It is difficult 
to isolate this acid but it appears to be hydrochloric. I have never 
yet found the vaginal secretion alkaline, and out of five hundred cases 
in which I have myself tested its reaction I have only twice found it 
approach anything like a neutral state. It very commonly is extremely 
acid, a condition which is due not to excess of the natural acid but 
to the presence of alien acids of the organic type, lactic, adipic and 
others, which have been produced by fermentation. The natural 
acid is not detrimental to spermatozoa but it is fortunately unfavour- 
able to the development of the majority of those common micro- 
organisms which are apt to find their way into the vagina especially 
in the case of women who are living a marital life. The germicidal 
action of the vaginal secretion depends entirely upon the free mineral 
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acid which it contains, and were it not for this it is im- 
possible to conceive what untoward results would accrue from the 
multiplication of bacteria and bacilli as well as the fructification of 
moulds in the vagina. The natural acidity ranges no doubt 
between a minimum and a maximum limit, and any variation 
below or above such may render the individual liable not 
only to infection from without but also to auto-infection. 
Under ordinary circumstances the vaginal secretion is scant and 
practically imperceptible. When it is abundant its reaction is 
invariably hyper-acid, in consequence of the presence of alien 
acids, and these may lessen or annul the protective power of 
the natural acid. If under such circumstances there occurs any 
breach in the continuity of the lining membrane of the genital tract, 
then any poisonous bodies latent in or introduced there and then into 
the vagina may find their way into the blood, and having thus entered 
the circulation may exert a deleterious influence in remote organs. 
The consummation of marriage causes usually some laceration of 
the hymen, the cervix uteri seldom escapes being more or less 
torn during parturition, and by wounds thus produced, apart from 
those due to any surgical procedure, microbes or tox-albumens may 
pass readily into the circulation. The infective material may have 
existed in the tagina before or may have been introduced at or about 
the time the laceration of the tissues was effected. 


Pus consists of a liquid called the liquor puris and of corpuscles 
which are identical with ordinary leucocytes. It is met with under 
a variety of circumstances but it nevertheless is generally attributable 
to the action of one or more of the recognized pyogenic organisms, to 
wit, the staphylococcus aureus and albus, the micrococcus tenuis and 
the streptococcus pyogenes. One or more of these microbes may be 
detected in pus removed from acute abscesses about joints, in glands 
and other structures, but excluding tuberculous cases it rarely happens 
that any micro-organism is found in pus removed either from a pure 
or a mixed abscess of the ovary. This absence cannot, of course, be 
accepted as positive proof that they never were present for some 
bacilli die quickly and cannot be identified after causing suppuration. 
The gonococcus isa very resistant and long lived microbe, and in those 
cases in which suppuration of the ovary is thought to be due to the 
direct action of this micro-organism its absence from pus related 
thereto is difficult to explain. It is commonly alleged although on 
no very substantial evidence that suppuration of the ovary, purulent 
inflammation of the Fallopian tube and uncomplicated pelvic peri- 
tonitis may be caused by the direct action of the gonococcus. Now 
this microbe is not endowed with any power of locomotion and un- 
aided it cannot migrate. It is moreover an aérobic organism and for 


the full manifestation of its activity it requires the céntact of the 
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oxygen of the air. Withdrawn from the influence of the atmos- 
phere it may exist, but the farther it is removed from this the more 
feeble and fugacious is its action. In spite of such a manifestation we 
are asked to believe that this micro-organism can spread by tissue con- 
tinuity from the vagina to the uterine mucosa and mucous lining of 
the Fallopian tube and from thence to the ovary without undergoing 
any marked change, or at least without its original virulence 
being lost even if it be not actually increased. The symptoms 
associated with the presence of this microbe in the vagina 
are referred especially to the external genitals, where on account 
of a free access to the oxygen of the air the gonococcus 
is invariably most active. The resulting inflammation is most 
acute about the vulva and the lower portion of the vagina and 
consequently there is, sometimes, more or less cedema of the labia 
minora, and even of the labia majora. Now it is highly improbable 
that a gonorrheal infection, the gonococci of which after resisting the 
germicidal action of the vaginal secretion and undergoing attenuation 
by being gradually removed further and further from contact with the 
atmospheric oxygen were still capable of displaying the greatest 
virulence—I say it is highly improbable that such a gonorrheal in- 
fection—could take place without the ordinary symptoms of a viru- 
lent gonorrhea being thereby engendered. Clinically no facts can be 
adduced in support of the tenet that the gonorrheal microbe may 
spread from the vulva to the fimbriated extremity of the Fallopian 
tube displaying its virulence throughout the entire length of this 
mucous tract,and we are justified in assuming that suppuration of the 
ovary cannot in this way be induced by this organism. Aided or 
unaided micro-parasites very frequently pass into and are carried 
away in the blood stream, and thereafter their destination may be 
definitely determined by some chemiotropic influence or may be 
purely accidental. The cocci of gonorrhea not only cling to but 
actually lodge in the pus cells, and thus laden these cells may enter 
the circulation in consequence of some breach in the continuity of the 
mucous lining of the genital tract caused by sexual intercourse, par- 
turition, or some other procedure. The vessels of the Fallopian tube 
more especially, but of the ovary also, are continuous with branches 
of the uterine artery, and it is more particularly through branches of 
this vessel ramifying in the vaginal roof and cervix uteri that the 
infective material passes to the Fallopian tube and ovary. These, 
like other structures, may display some special affinity for pathogenic 
materials. Again the discharge which characterizes a gleet contains 
toxic materials, and these, like pyogenic microbes, may enter the ovary 
by means of the circulation and they may so irritate this organ as 
to provoke in it an inflammation which proceeds to suppuration. 
Orchitis, itimay here be remarked, is much more likely to develop 
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during the progress of a gleet than during the acute stage of a 
gonorrhea,and it seems more than probable that when there is a more 
or less extensive erosionof the cervix the intromission of a gleety dis- 
charge may be accountable for some of those cases of suppuration of 
the ovary in which the clinical history, although featureless, dates back 
undoubtedly to the early days of a woman’s married life. The active 
principle of the Prayer bean produces a purulent ophthalmia when 
applied to the conjunctiva, and as tox-albumens of a virulent character 
are often present in the vaginal discharge when this is unduly acid, 
these irritants may find their way to the ovary and provoke therein 
a purulent inflammation. 

The inflammatory phenomena connected with the formation of a 
pure abscess of the ovary (excepting the tuberculous variety) are the 
same whether they result directly or indirectly from microbic action, 
and they seldom cause any very great increase in the size of the 
organ, partly on account of the restraining influence of the tunica 
albuginea but largely because of the very complete way in which the 
streaming of blood in the stroma can be arrested—restitution by 
anastomosis being impossible. When an irritant is lodged in the 
ovary there is, in the first instance, enlargement of the organ in con- 
sequence of an increased determination of blood to the part, an attempt 
on the part of nature to muster in the neighbourhood as many leuco- 
cytes as will overpower the offending body. Rapidly thereafter the 
organ becomes still further augmented in size because of an out- 
pouring of lymph from the vessels, and this lymph may abound in 
fibrine or in corpuscular elements. If this exudate stretches unduly the 
tunica albuginea, the pressure, thus exercised, will arrest completely 
the stroma circulation and the trend of the inflammatory process will 
now depend upon whether the lymph abounds in fibrine or in corpus- 
cular elements. In the latter case the organ becomes transformed 
rapidly into a bag of pus, but in the former—an extremely rare event 
—the liquefactive process produces merely a fluid which coagulates 
readily and which is composed of liquor sanguinis with fibrin or 
fibrinogen. After three or four months the fibrinogen loses its virtue, 
hence it happens that the fluid of cysts of the ovary thus produced 
soon loses the power of coagulating spontaneously. 

As a primary disease tuberculous suppuration of the ovary is often 
observed, but whether primarily or metastatically induced it probably 
seldom happens that infection takes place through the medium of the 
vagina. The tubercle bacillus is widely distributed: it is not en- 
dowed with any power of locomotion and how it commonly gains 
access to the blood at first, we cannot tell, but having entered the 
circulation it probably becomes lodged in the ovary quite accidentally. 
This is equally true of other and much rarer parasites such as actino- 
mycosis and the embryo of tenia echinococcus which extremely rarely 
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develops in the ovary. The bacilli of tubercle grow more slowly than 
any other bacteria, and the liquefactive process whereby they produce 
a purulent material is different from that evoked by a more violent 
inflammation. The latter we have already commented upon, but in 
the former, epithelioid and giant cells are produced and it is by the 
disintegration of these and a gradual necrosis of the involved tissue 
that an abscess is formed. In consequence of an incomplete lique- 
faction of the tuberculous products and the involved tissue, “cheesy 
masses”’ are often formed, and although these, when recent, contain 
plenty of bacilli yet in the ovary they seldom act as foci of infection. 
“The mixed abscess” of the ovary like “the pure” may be 
caused by pathogenic organisms. In the former case, however, the 
infective material exerts its influence as a rule through the so-called 
superficial circulation of the organ, through the vessels radiating in 
the tunica albuginea. Occasionally it appears to be transmitted from 
the genital tract, but no doubt it is more commonly communicated 
from the bowel by adhesions which have become vascularized. In 
many of these cases the micro-organisms or their products gain access 
to the circulation without there being any defect of the epithelial 
lining of the gut. Under such circumstances the external coverings 
of the ovary are often more or less thickened and indurated. Again 
“the mixed abscess” may result from a diminished supply of blood to : 


the ovary as occasionally happens when by torsion of the mesovarium 
the organ becomes completely severed from the broad ligament. The 


ovary thus severed but enveloped by omentum may imbibe sufficient 
nutriment to prevent its death but not sufficient to prevent degenera- 
tion ensuing, and the degenerative change results in the production of 
a fluid resembling pus. A similar condition of affairs obtains some- 
times in ovarian cysts which in the ordinary course of events and 
without luxation have undergone fatty and calcareous changes. In 
other cases such as hydatid cysts the occurrence of suppuration is 
difficult to explain. 


ILLUSTRATIVE 


Case 1. Abscess of ovary—possibly gonorrheal—originating appar- 
ently one month after parturition. 

Rose C., aged 28, and married six years, had had three children 
but no miscarriage. The last child, born December 28rd, 1905, was not 
suckled. The menstrual discharge re-appeared—for the first time 
after this confinement—on March 12th and recurred on April 9th. 
On January 23rd, z.e., thirty-one days after parturition and whilst 
patient was attending to her ordinary domestic duties she was sud- 
denly seized with severe pain in the lower part of the abdomen and 
back. She thereafter remained in bed for three weeks, and on April 
29th, 1906, when I saw her, she still complained of pain in the lower 
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part of the abdomen and back. She stated, that she had, since J anuary 
23rd, been troubled with a yellow discharge from the vagina and 
about the same date had suffered for seven days from pain in passing 
water. Her temperature when I saw her was normal and apparently 
she had never had any pyrexia. 

In the left iliac region there was an ill-defined feeling of fulness. 
The cervix uteri was located high and far back in the pelvis. The 
body of the uterus was felt in front towards the right wall of the 
pelvis. In the left side of the pelvis clearly definable from the 
uterus was felt a small globular swelling. 

On May 7th, z.e., three and a half months after the apparent onset 
of the disturbance I removed by abdominal section the left ovary and 
tube. There were a few pelvic adhesions. The left ovary was a small 
bag of pus. The left tube was somewhat thickened but it contained 
no purulent material. The right ovary and tube were healthy. 


Case rr. Pus inan ovary removed ten months after marriage—gleety 
infection ? 

Edith K., aged 22, and married ten months, had never been preg- 
nant. There is nothing to note regarding the menstrual history 
except that menstruation has always been accompanied with much 
pain and that this pain has been much more severe since marriage. 
Since marriage she has complained more or less constantly of pain 
in the right iliac region and of some vaginal discharge. She had 
never had any pain in passing water. 

Abdominal examination revealed nothing. Vaginally a small 
globular swelling was felt in the right side of the pelvis: it was 
distinct from the uterus. Nothing abnormal was felt in the left side 
of the pelvis. 

By abdominal section I removed both ovaries and both tubes. The 
right ovary was a small abscess. The right tube was somewhat thick- 
ened: it contained no pus. The left tube and ovary were extensively 
involved in adhesions but there was no evidence of pus in either of 
these structures. 


Case ut. Jfultiple loculi of pus in both ovaries after the menopause. 

Mary I., aged 54, and married thirty-four years, had had four 
children. The last child was born twenty years ago, and during the 
last two years there had been no recurrence of menstruation. Nine 
months ago patient detected a small lump in the left iliac region. 
This swelling has increased in size slightly and there has been some 
but not much pain in the lower abdomen. 

In the left iliac region the anterior abdominal wall was pushed 
somewhat forward by a small irregular swelling. The cervix was 
flush with the vaginal roof. The body of the uterus oould not be 
differentiated: it appeared to be incorporated with the left iliac 
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swelling. The vaginal roof on the right side was somewhat depressed 
by a swelling which could with difficulty be felt bi-manually. The 
left iliac tumour did not extend to the vaginal roof. 

On opening the abdomen the omentum and portions of gut were 
found glued together and adherent to all the pelvic organs. Both 
ovaries and both tubes were removed. The ovaries which were 
multilocular contained curdy pus. 


Case Iv. Tuberculous suppuration of the left ovary and the right 
Fallopian tube. 

Lilian T., aged 29, is single. Menstruation had recurred regularly 
and the discharge had been of the usual amount: it has always been 
accompanied with pain but this has never been severe. For one 
month she had noted the presence of a swelling in the lower part of 
the abdomen and occasionally it had been somewhat painful and 
tender. During this same period she had experienced pain in pass- 
ing water. 

The hypogastrium was occupied by a small] swelling which pushed 
the anterior abdominal wall slightly forward. This tumour extended 
into the right iliac region; it was rather fixed and appeared to be 
cystic. The cervix uteri stood out rigidly from the vaginal roof and 
was located towards the left wall of the pelvis. The body of the uterus 
could not be differentiated but it was evidently incorporated with the 
hypogastric swelling. The vaginal roof in front and to the left of 
the cervix was depressed slightly by a portion of the abdominal 
swelling. To the right of the cervix was felt a small swelling which 
appeared to be the right ovary. The temperature was normal. 

The left ovary, which was intimately and extensively adherent to 
the uterus, had been drawn up and was enveloped by the left broad 
ligament. It contained purulent fluid and a cheesy mass about the 
size of a bantam’s egg. The left tube was thickened. The right 
tube and ovary were glued together and fixed in the pelvis. The 
fimbriated extremity of this tube was distended by a mass of curdy 
pus. The right ovary was fairly healthy. 

Microscopic examination revealed tubercle bacilli. 


Case v. Suppuration in a dermoid of the ovary severed from its 
broad ligament by torsion. 

Ellen M., aged 37, and married ten years, had had one child and 
one miscarriage. The child was born six years ago, and since the 
birth of the child there has been no recurrence of menstruation. For 
nine years patient has complained of pain in the abdomen especially 
the right half. She is very stout, her weight being 15 stones. 

Palpation of the abdomen detected in the right iliac region a small 
ill-definedoswelling. The cervix uteri was located centrally. There 
was extensive and well marked puckering of the vaginal roof to the 
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right of the cervix. Bi-manually the ill-defined abdominal swelling 
could be grasped and moved fairly freely. 

The tumour was shelled out of the omentum by which it was quite 
enveloped. The enucleation was effected without one vessel requiring 
to be ligatured. It wasa dermoid with purulent contents. The right 
broad ligament was greatly puckered and the right ovary was absent. 
The left ovary was half its usual size and the uterus was about one 
third the normal size. 


Case vi. Suppuration of an ordinary ovarian cyst which was in- 
corporated with the antertor abdominal. wall by organized in- 
flammatory material. 


Margaret C., aged 42, and married twenty-two years, has had one 
child and six miscarriages. The last pregnancy ended in abortion ten 
years ago. Menstruation recurred regularly until two months ago, 
but during the last two months there had been amenorrhea. For two 
months there had been severe pain in the lower abdomen especially 
in the left iliac region. 

The abdomen, which was prominent, was occupied centrally by a 
swelling which extended from the pelvis to eight and a quarter inches 
above the pubes. The lower three-fourths of the tumour felt solid 
whilst the upper fourth appeared to be cystic. The cervix uteri was 
located centrally. The vaginal roof posteriorly and on the left side 
was drawn up. The body of the uterus was deviated backwards. The 
abdominal tumour was very fixed. 

Dr. Black, who attended this patient during the six weeks pre- 
ceding her admission into the Hospital, informed me that during the 
first four weeks the body temperature had ranged about 100°F. to 
101°F. and that diarrhea and vomiting had been troublesome 
symptoms. 

The lower half of the tumour was incorporated with the anterior 
abdominal] wall and the omentum was firmly adherent to the upper 
portion of the tumour. With great difficulty the tumour was stripped 
from the abdominal wall and the pelvic diaphragm. It was an ex- 
tremely thick walled cyst of the left ovary and it contained most 
fetid pus. There was no bowel adhesion. 


Case vir. An almost solid ovarian tumour with calcareous change 
and purulent degeneration—ascites. 


Sarah U., aged 68, a widow, had never been pregnant. Menstrua- 
tion ceased twenty years ago. For four or five years she had remarked 
that her abdomen had been increasing in size but there had been prac- 
tically no pain, merely a feeling of weight. For seven-or eight 
months there had been frequent desire to pass water. 
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The abdomen was full. In the mid-line the percussion note was 
dull from the pubes to 23 inches above the umbilicus. The flanks 
were dull. Palpation detected in the right lower half of the abdomen 
a free floating body. The cervix uteri was located towards the right 
wall of the pelvis. Posteriorly and on the left side the vaginal roof 
was puckered. There was slight edema of both legs. The body tem- 
perature was 98°F. 

The abdominal cavity contained straw-coloured serum. The 
omentum, which was fixed to the bladder and pelvis generally, was 
drawn down like a veil over two tumours. That on the right side was 
a large irregular and almost solid ovarian tumour. Here and there 
the external surface was the seat of calcareous change. It contained 
a creamy brown purulent looking fluid in a small central cavity. 
The left tumour was the ovary in a similar condition to the right but 
more cystic—the contents too were like those of the right. This 
tumour was closely incorporated with the uterus. 


Case vit. Suppurating hydatid of the left ovary with a simple 
hydatid in the left broad ligament. 


Margaret M., aged 53, a widow, had had six children. The last 
child was born twenty-seven years ago. Until three years ago men- 
struation recurred regularly. For two years there was complete 
amenorrhea but during the last twelve months patient has been twice 
“unwell,” eight months ago and again eight weeks ago. 

Four years ago patient was unable to pass water and had it drawn 
off by catheter four times altogether; since then there has been no 
further trouble in passing water. For nearly four years she has 
noticed that the abdomen was getting larger. She has never com- 
plained of any pain. The body temperature is 102°F., and pulse 
numbers 110 per minute. The tongue is dry and brown. 

The right half of the abdomen was occupied by an irregular 
swelling which extended from the pelvis to the right hypochondrium. 
Fluctuation could not be elicited. The cervix uteri which was flush 
with the vaginal roof was drawn up. The uterus could not be differ- 
entiated ; it appeared to be incorporated with the abdominal tumour. 

The abdominal tumour which was a suppurating hydatid of the 
left ovary was adherent to omentum, bowel and uterus. It was one 
large cyst and the lining came out en masse. In the left broad liga- 
ment was a small hydatid cyst. This was shelled out. It contained 


daughter cysts and its fluid was quite clear. The right ovary was 
healthy. 
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Typhoid Infection of Ovarian Cysts.* 


By Franx E. Taytor, M.Sc., M.A. (Vict.), M.D., B.S. (Lond.), 
F.R.C.S. (Eng.), M.R.C.P. (Lond.), D.P.H. (Camb.), Physician 
for Diseases of Women to the North-West London Hospital; 
Obstetric Physician to the St. Marylebone General Dispensary; 
Pathologist to Chelsea Hospital for Women; Lecturer on 
Bacteriology and General Pathology, King’s College, London. 


THE occurrence of suppuration in the contents of an ovarian cyst is a 
well-recognized, though somewhat infrequent, complication of this 
neoplasm. Indeed, “ at first glance,” as Bland-Sutton! remarks, “ it 
seems somewhat difficult to understand how ovarian cysts should 
become inflamed, enclosed as they are in air-tight cavities, and 
having no communication with other organs.” He further states 
that “a little reflection soon reveals several sources of infection. Of 
these the principal are:—(1) The Fallopian tube, (2) the intestine, 
(3) the vermiform appendix, and (4) tapping.” To these must be 
added infection by the blood-stream in systemic diseases of infective 
origin. 

Pfannenstiel ? expresses the opinion that infection of ovarian cysts 
is usually derived from the tube or intestine—the latter almost 
exclusively when the cyst is adherent to bowel, or even near it if the 
bowel is injured or damaged from any cause, and he considers that 
the infective agent is quite infrequently transported through the 
blood in connexion with systemic infectious diseases. 

Olshausen? also lays stress upon the frequency of intestinal in- 
fection in suppuration of ovarian cystic neoplasms. 

Menge,‘ too, as the result of careful bacteriological examination . 
of many cases, believes that this is the usual source of infection— 
adhesions between the cyst and the intestine being almost always 
found. He does not, however, entirely deny the possibility of in- 
fective micro-organisms being transmitted to the contents of new 
growths by the blood-stream. 

In one case, Martin® conclusively proved that infection came 
directly from the intestine. A firm, flattish adhesion, from bowel to 
cyst, was found permeated along its whole length by the B. coli 
communis. 

The B. coli communis and the pyogenetic cocci are the most fre- 
quent micro-organisms to infect, and produce suppuration in, ovarian 


*Amplified from a communication read before the Obstetrical Society of London, 
July 4th, 1907, when the specimen was shown. The bacillus with its cultural 
characters and agglutinating properties was demonstrated at the Medical Research 
Club of London, June 19th, 1907. 
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cysts. Infection with the B. typhosus must necessarily be of rare 
occurrence, since it connotes the occurrence of enteric fever in a 
patient already possessing an ovarian cyst. 

In what percentage of cases presenting these coincident conditions 
an ovarian cyst becomes infected with the B. typhosus, and what 
percentage so infected suppurate, we have no means of knowing. 

The following case, for the clinical history of which I am indebted 
to Mr. H. Speirs, House Surgeon, presents a typical example of this 
condition :— 

H.ES., 4-para, a widow aged 37, was admitted on April 25th, 1907, 
into the Chelsea Hospital for Women under the care of Mr. Bland- 
Sutton. She had lived in India for the last fifteen years, and, except 
for occasional mild febrile attacks which she considered to be ague, 
and for which she took quinine, had enjoyed good health until April, 
1906. She then had an attack of fever accompanied by severe 
diarrhea and acute abdominal pain, for which she was admitted to 
the Campbellpur Hospital, India, where she remained until the 
following August. This illness was diagnosed and treated as typhoid 
fever. 

Prior to the onset of this illness the patient had been unaware of 
the presence of an abdominal tumour. The menstrual function had 
varied considerably, having sometimes been excessive, but since the 
commencement of the typhoid fever there had been complete amenor- 
rhea. During convalescence, when the patient had become very 
much emaciated, her doctors discovered a small, extremely mobile, 
abdominal tumour, which was free from pain and tenderness. It had 
gradually increased in size until admission into hospital. There had 
never been any symptoms referable to the tumour apart from its size 
and presence. Since the attack of typhoid, the patient had been quite 
free from febrile attacks, and had gained in weight. There had been 
no rigors and symptoms of suppuration had been conspicuously 
absent. 

On examination, the abdomen was found to be occupied by a 
rounded tumour rising from the pelvis and reaching up to the um- 
bilicus mesially and to the costal margins laterally. Fluctuation 
and a fluid thrill were readily obtainable. There was dulness on 
percussion, but a resonant colonic note could be detected on the left 
and not on the right side. Bimanually the uterus was small and 
distinct from the tumour, which lay quite above the fundus uteri. 
The diagnosis of ovarian cystoma was made. 

On April 27th ceeliotomy through a median subumbilical incision 
was performed by Mr. Bland-Sutton. A large congested plum- 
coloured cystic swelling presented, its anterior surface being covered 
like a veil by a thin sheet of omentum which was extensively adherent 
to it. There were no other adhesions. The appearance of the tumour 
suggested an ovarian cyst with a twisted pedicle. It was found to be 
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a cyst of the left ovary, but there was no torsion of the pedicle. It 

was removed entire without difficulty. The abdominal wound was 
closed in three layers, without drainage. An ideal recovery followed : 

the wound healed by primary union, the temperature never rose above 
99°F., and the patient was discharged from hospital in excellent 
health on June 13th. 

The structures removed consisted of the left uterine appendages. 
The Fallopian tube and mesosalpinx were somewhat stretched and 
elongated, but were otherwise normal. The ovary was replaced by a 
unilocular cyst about the size of a man’s head, with some ragged 
omental adhesions attached to its surface. On incision a uniform, 
greenish-yellow, purulent fluid, free from odour, escaped, to the 
amount of two and a half pints. 

The cyst wall was about } inch in thickness, and its internal sur- 
face was rough, dark red, and necrotic-looking. Microscopically it 
consisted of two layers, an outer fibrous layer, infiltrated with small 
round cells, and an inner layer of diffusely staining necrotic tissue. 
Epithelial elements were wanting. No micro-organisms could be 
observed. 

The purulent contents were examined microscopically in films 
stained with Léffler’s methylene blue. They consisted of granular 
detritus in which were a few degenerated leucocytes. No bacteria 
could be detected in the films. 

Cultures were at once made on agar slopes, and these were in- 
cubated at 37°C. A sparse greyish-white growth of rounded colonies 
slowly developed, there being only slight growth at the end of forty- 
eight hours. The growth was found to consist of delicate slender 
rods, with slightly rounded ends, which were not very actively 
mobile, were non-spore-bearing, stained readily with the ordinary 
aniline dyes, and were gram negative. In sub-cultures on various 
media, mobility became very active, and typical B. typhosus developed. 
The following were the sub-cultures which were made, with the 
results as stated : — 


Agar streak: thin, translucent, shiny, spreading, greyish growth. 
Gelatine streak: grey, glistening growth, with irregular borders, no 
liquefaction. 

Gelatine stab: growth in depth; no liquefaction. 

Potato: white, almost invisible growth; no discolouration of potato. 
Broth: growth with uniform turbidity. 

Glucose Agar stab: growth along needle track, no gas production. 
Neutral red broth: no change. 

Litmus milk: no coagulation, slight permanent acidity. 

Lactose peptone water: no change. 

Dulcite peptone water: no change. 

Glucose peptone water: acid, no gas. 


370 Journal of Obstetrics and Gynecology 


Mannite peptone water: acid, no gas. 

Durham’s peptone water: no indol formation. 

Conradi-Drigalski plates: Blue growth, no reddening of medium. 

Capaldi-Proskauer medium, No. I.: no growth or change in reaction. 

Capaldi-Proskauer medium, No. II.: growth with markedly acid 
reaction. 

All these culture reactions are typical of the B. typhosus, and | 
serve to differentiate it from allied members of the typhoid-coli group 
and from the para-typhoid bacilli. 

Agglutination tests, which are specific for the B. typhosus, were 
then undertaken as follows :— 

A rabbit received injections of typhoid bacilli at intervals, until 
its serum was found capable of agglutinating the laboratory cultures 
of B. typhosus in dilutions of 1:4000. This serum was also found to 
agglutinate the bacilli obtained from the ovarian cyst in dilutions of 
1:4000. As a control, the agglutinating power of the serum of an 
untreated rabbit with this bacillus was tested, and was found positive 
in dilutions of 1:200, but negative in dilutions of 1:400, z.e., it was 
negative with dilutions ten times stronger than that of the treated 
animal-producing agglutination, The macroscopic methods were used 
in all these cases. 

Widal’s reaction with the patient’s serum and the laboratory 
culture of typhoid bacilli was performed: agglutination was well 
marked in dilutions of 1:100, and present, though less perfect in 
dilutions of 1:1,000 with the time limit of one hour. 

Pfeiffer’s phenomenon, 7.e., the production of bacteriolysis in the 
peritoneal cavity of a guinea-pig injected with the bacilli and with 
the serum of an immunized animal, could not be obtained. This was 
due to lack of virulence of the bacilli, as control animals, 7.e., guinea- 
pigs injected with the bacilli and with normal rabbit’s serum, were 
unaffected. For the production of this phenomenon the use of viru- 
lent bacilli is essential, otherwise the bacilli are destroyed in the 
guinea-pig’s peritoneal cavity. Pfeiffer’s phenomenon could, how- 
ever, have been produced in an indirect manner, even with this non- 
virulent strain, if it was employed in the preparation of an immune 
serum, and the serum so obtained were tested along with a known 
virulent culture of typhoid bacilli. The performance of this method 
was deemed to be unnecessary. 

In the case before us, then, a bacillus was obtained in pure culture 
from the pus of a suppurating ovarian cyst, eight months after an 
attack of typhoid fever. This bacillus, from a comprehensive study 
of its morphological, tinctorial, cultural and serum-agglutinating 
properties, has been definitely proved to be the B. typhosus. Further, 
the agglutinating power of the patient’s serum with typhoid bacilli 
proves that the febrile illness from which she suffered last year really 
was typhoid fever. 
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I believe, however, that the bacillus isolated from the cyst con- 
tents had almost lost its vitality, seeing that it was not pathogenic to 
guinea-pigs, that at first it grew slowly and feebly on agar, possessed 
only feeble mobility, and was present in such scanty numbers that it 
could not be observed in the pus. [Pus is known to possess well- 
marked bactericidal properties.] It seems probable that if the cyst 
had been allowed to remain unoperated upon for some time longer 
its contents would have become sterile from the death of the bacilli. 
It has long been a recognized clinical fact that suppuration 
occasionally occurs after an attack of typhoid fever as in cases re- 
corded by Walzberg® and Kiimmel.’ It is, however, only within the 
last dozen years or so that the purulent contents have been studied 
bacteriologically, and only more recently still have we been possessed 
of methods which suffice to identify the B. typhosus with certainty. 
The first to obtain typhoid-like bacilli under these conditions was 
Werth, in 1893. Since then eleven more cases have been placed on 
record. It was not until the discovery of scientific agglutinins that 
the B. typhosus could be identified with certainty and could be 
differentiated from the various members of the typhoid coli group 
and from para-typhoid bacilli. Wallgren, in 1899, seems to have 
been the first to apply sero-diagnostic methods to the bacilli obtained 
from the contents of suppurating ovarian cysts after typhoid fever. 
Turning to the literature of the subject I have been able to collect 
the records of twelve cases in which bacilli, believed to be B. typhosus, 
have been found in contents of suppurating ovarian cysts. In all 
these cases the suppuration followed an illness which was considered 
to be typhoid fever, though in many cases the examination of the 
bacilli was too limited to ensure its complete identification as the 
B. typhosus. 

I have omitted to include cases in which suppuration in the cyst 
has followed an illness stated to be typhoid fever, where bacterio- 
logical examination of the pus has not been undertaken, on account 
of the uncertain nature of such cases. 

The cases I have collected are arranged chronologically :— 


Casert. Werth,’ 1893. 

Marie M., aged 29, was admitted on June 2nd, 1892, for abdominal 
pain and swelling, dating from the beginning of the same year. She 
had had typhoid fever in October and November of the preceding 
year. The physical signs were those of a cystic ovarian tumour. 
Ovariotomy was performed on June 4th, 1892. The cyst of the left 
ovary was adherent to the omentum and to the anterior abdominal 
wall. In separating these adhesions the cyst wall was torn and puru- 
lent contents, mixed with sebaceous matter and hair escaped. The 
thickened and inflamed omentum was also adherent to the posterior 
wall of the cyst, as far as its attachment to the transverse colon. 
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There were no adhesions to bowel, and the cyst was easily removed. 
The right ovary contained a distended follicle the size of an orange, 
and the cystic portion was excised. Recovery was normal. 

Microscopically the cyst wall had the structure of a dermoid, and 
the sero-purulent portion of the contents, which had an unpleasant 
odour, consisted of granular detritus containing a few leucocytes. 
No bacilli were observed. 

Roll gelatine cultures of the pus were made. Small, round, white 
colonies appeared, which did not liquify the gelatine. These were 
subcultured in potato, whey, milk and peptone water (no indol for- 
mation), giving the cultural characteristics of B. typhosus. The 
bacilli possessed flagella, and presented the morphological and tinc- 
torial characters of the B. typhosus. 

These characters do not suffice to prove that the organism isolated 
from the pus is really B. typhosus, nor have we strict proof that the 
patient had had typhoid fever, in the absence of agglutination, which 
at that date was unknown. The case is memorable, however, as a first 
attempt to show that typhoid (or at any rate typhoid-like) bacilli may 
be present in the pus of suppurating ovarian cysts. 


Case 11. Schiperowitsch,® 1894. 


A patient, who was known to have a left ovarian cyst, was treated 
for typhoid fever by Schiperowitsch. On recovery from the fever the 
patient refused operation, as the cyst gave no trouble. Two months 
later she returned quite exhausted and complaining of fever, 
diarrhea, severe sweats, and vomiting. Schiperowitsch diagnosed 
suppuration of the cyst. He removed six glassfuls of pus by means of 
a trocar, and in the pus typhoid bacilli were found. “ One must con- 


sider, he says, “ that the suppuration in the cyst was set up by the 
typhoid bacilli.” 


Case Sudeck,!° 1895. 


A sterile, married woman, aged 32, had complained for some years 
of abdominal pain, constipation, and difficulty of micturition. Seven 
weeks before admission to the Eppendorf Hospital in Hamburg on 
November 5th, 1895, the patient had an attack of typhoid fever. 
Three weeks before admission some abdominal swelling was noted. 

Examination revealed all the physical signs of a cystic abdominal 
tumour, which was accompanied by severe abdominal pain and fever 
of the hectic type. A suppurating ovarian cyst was diagnosed. 

Ovariotomy, November 11th, 1895. The cyst arose from the left 
ovary and was of the size of the head of a child ten years of age. 
Adhesions existed between the cyst and the uterus and anterior 
abdominal wall. Whilst separating these a slight tear was made in 
the cyst wall, with escape of cyst contents into the abdominal cavity. 
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Recovery was prolonged but uneventful, slight suppuration develop- 
ing in the lower angle of the wound, from which staphylococci and 
typhoid bacilli were obtained. 

The removed cyst was unilocular, with a wall lcm. in thickness. 
Its internal surface was covered with thin fluid pus or fibrin. The 
contents were a chocolate-coloured fluid containing thick, purulent 
flocculi, and were free from odour. Microscopically only detritus 
and degenerated leucocytes were seen. No bacteria visible. 
Glycerine agar plates were inoculated with the pus, and these were 
incubated both aérobically and anaérobically at 37°C. A pure cul- 
ture was obtained of a bacillus with the morphological and staining 
characters of the typhoid-coli group. Sub-cultures were made on 
potato and milk, and there was no indol production. 

Animal inoculations with the pure culture were then carried out. 
A mouse died twelve hours after injection. Of three guinea-pigs one 
died and two survived. 

Microscopically the cyst wall was composed of fibrous tissue in- 
filtrated with small, round, cells, and lined by a pyogenic membrane. 
A few scattered bacilli were observed in the superficial layers of the 
cyst wall, whilst in its deeper layers were abundant masses of cocci 
chiefly arranged as diplococci. 


CasEtv. Pitha,! 1897. 

A single woman, aged 25, was admitted to hospital on Feb. 6th, 
1897, four months after an attack of typhoid fever. In the fifth week 
of this illness the patient first noticed a tumour in the lower part of 
the abdomen, which was not sharply defined, and was accompanied by 
pain. Later the tumour became more defined and completely filled 
the lower part of the abdomen as high as the umbilicus. Local anti- 
phlogistic treatment caused no alteration in the condition of the mass. 
Menstruation had been absent since the commencement of the illness. 

On examination the mass seemed to be composed of three parts, 
one occupying the left side of the lower part of the abdomen, 
the second was mesial above the symphysis, and the third, the 
largest, completely filled the right side of the lower part of the 
abdomen, reaching as high up as the umbilicus. The tumour 
completely filled the pelvic inlet and bulged the posterior vaginal 
fornix. It was immovable and a little tender, and fluctuation 
could be elicited in parts. The uterus was pressed upwards and for- 
wards close to the symphysis. The external genitals were virginal. 
Rectal examination confirmed these findings, the tumour being soft 
and fluctuating in places, whilst in others it consisted of harder 
portions. The diagnosis was made of a post-typhoid suppurative 
mass in the pelvis of undertermined origin. 

Feb. 24th, operation by Prof. Pawlik. By puncture of the mass 
above the right Poupart’s ligament with a Pravaz syringe, some pus 
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was obtained, and this was at once microscoped. Many polynuclear 
pus cells, for the most part degenerated, were found, but no micro- 
organisms. The purulent nature of the mass being thus ascertained, 
it was decided to evacuate and drain it per vaginam. A trocar was 
pushed through the bulging posterior fornix, and the pus escaping 
was collected aseptically for bacteriological examination. An incision 
was then made by the thermocautery, and three litres of pus, mixed 
with hair, were withdrawn. After washing out, the finger explored 
the parts through the incision, and a multilocular dermoid cyst was 
found. It was impossible to remove this per vaginam, so laparotomy 
was performed. The cyst was found to spring from the right ovary. 
It was firmly adherent to bowel, to the bottom of Douglas’s pouch, to 
the pelvic walls, and to the right broad ligament, rendering removal 
very difficult. The abdomen was closed in three layers without 
drainage. Satisfactory recovery followed. 

The extirpated cyst was a multilocular ovarian dermoid with thick 
inflamed walls, showing in places necrotic changes. In a small cystic 
portion to the left of the main mass were pieces of bone and cartilage. 
The cyst also contained a quantity of black hair. Microscopically 
the wall of the cyst was characteristic of a dermoid, containing hair, 
sebaceous glands, bone, cartilage, and acinous glands. There was 
everywhere much small, round-celled infiltration, and on the inner 
surface of the cyst were necrotic portions. No micro-organisms could 
be found in the cyst wall. 

The purulent contents were a thin fluid of a yellowish colour 
and free from odour. They were inoculated into various culture 
media, and a pure culture was obtained, possessing all the morpho- 
logical and biological characters of B. typhosus. Widal’s test with 
the patient’s serum was also performed and gave a positive reaction. 

This is the first case in which the value of Widal’s reaction was 
recognized, proving that the patient had had typhoid fever. That 
the bacillus obtained in pure culture was B. typhosus is very probable, 
but as no animal injections were made, and the agglutinability of the 
isolated bacilli with the serum of an immunized animal was not 
ascertained, the identification of the bacillus was imperfect and can- 
not be accepted as proved. 


Case v. Wallgren,}? 1899. 

A married woman, aged 39, was admitted to the gynecological 
clinic at Helsingfors on Sept. 20th, 1898. She had enjoyed good 
health until the previous summer. In 1893 she had first noticed a 
freely movable tumour in the lower part of the abdomen, about the 
size of a fist. Since then the tumour had gradually increased in size, 
but had caused no other trouble. In June and July, 1897, the patient 
had an attack of fever lasting six weeks, but as she did not consult a 
doctor, no further particulars are available. Since then she had felt 
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pain in the tumour and had never been well. She had frequently 
had rigors and fevers, especially in the evenings. 


On examination the hypogastrium was bulged forward by a 
tumour which reached up to the umbilicus. It was movable, tense, 
smooth and slightly tender, and was diagnosed as an ovarian cystoma. 

Ovariotomy, Sept. 23rd. The peritoneum was thickened and 
cedematous, and the tumour was slightly adherent to the anterior 
abdominal wall. There were no other adhesions. Whilst the adhe- 
sions were being separated the cyst wall was torn and yellowish-green 
cyst-contents, containing purulent flocculi, escaped. The tear was 
clamped, the incision enlarged, and the cyst removed entire. The 
left ovary showed cystic degeneration and was igni-punctured. The 
abdominal wound was closed in three layers without drainage. 
Recovery was uneventful. 

The cyst contained a litre and a half of thin, yellowish-green fluid, 
containing purulent flocculi, mixed with a few hairs. The cyst wall 
was 4 cm. in thickness and showed microscopically the structure of a 
dermoid, with much small, round-celled infiltration. No micro- 
organisms could be found in the sections. 

Cultures were made aérobically on slope gelatine agar and slope 
ascites agar tubes, and anaérobically in ascites agar and glucose agar. 
Actively mobile, non-gram staining medium-sized bacilli, with 
rounded ends, were obtained, showing flagella when stained by van 
Ermengem’s method. 


Characteristic culture reactions were obtained on broth, agar, 
gelatine plates, gelatine stabs, glucose and lactose media and milk. 
Indol was not formed. The bacillus was moderately pathogenic to 
guinea-pigs; two died and two lived. A sero-purulent peritonitis 
resulted from the injections, and the peritoneal fluids contained the 
bacilli. 

Agglutination of the patient’s serum with typhoid bacilli was 
obtained with dilutions of 1 in 60 (Widal’s reaction), but the serum 
had no agglutinating effect in dilutions of 1 in 50 of B. colt communis 
or Proteus vulgaris. Agglutination of the bacilli obtained from the 
cyst with the serum of a treated animal, which agglutinated B. typho- 
sus in dilutions of 1 in 2,000, was obtained with dilutions of 1 in 
4,000. 

By the application of Widal’s reaction Wallgren proved that the 
patient had suffered from typhoid fever, but the only febrile disease 
from which the patient had suffered was one in the previous summer 
for which she had not been attended by a physician. The case was 
therefore probably one of ambulatory typhoid. 

He also seems to have been the first to apply the sero-diagnostic 
methods to the identification of the bacilli obtained from suppurating 
ovarian cysts, the agglutination of the bacilli with high dilutions of 
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the serum of an immunized animal, as used in this case, being a 


specific reaction, is essential for the complete identification of 
B. typhosus. 


Case vi. Engelmann,}* 1901. 


Frau K., aged 38, was admitted to the gynecological clinic in 
Bonn, on March 28th, 1901. She had always had good health until 
November, 1900, when she had typhoid fever of four weeks’ duration. 
There was a relapse in January, 1901, and she became greatly 
emaciated and suffered from severe abdominal pain and irregular 
hemorrhage. 

On examination after admission the patient was greatly emaciated 
and presented the “ facies ovarica.” The abdomen was enlarged to 
the size of a seven months’ pregnancy by an elastic fluctuating 
tumour, which was slightly tender. The tumour was diagnosed as a 
multilocular ovarian cystoma with torsion of the pedicle. 

Ovariotomy March 30th, 1901. It was easy and uncomplicated. 
A few adhesions to omentum only existed. A yellow, thin fluid, 
mixed with pultaceous matter and hair was evacuated. The left 
ovary showed small-cystic degeneration, necessitating removal of the 
left uterine appendages. To diminish the dangers of exudation from 
the stump the uterus was amputated supravaginally. 

Convalescence was smooth until the third day, when there was a 
slight rise of temperature, with a severe dysentery-like enteritis, the 
stools being frequent, profuse, bloody and purulent. A bacillus like 
Kruse’s dysentery bacillus was isolated from them. This lasted until 
the ninth day. Thereafter recovery was uninterrupted. 

The tumour was a typical dermoid cyst and its pedicle was twisted 
through one turn. The contents measured one and a half to two 
litres. 

Microscopically the cyst contents consisted of masses of detritus 
and degenerated leucocytes. Bacteria were not observed, 

Cultures were made on agar plates and the growth so obtained was 
subcultured on to agar, gelatine, glucose agar, milk and potato 
giving reactions of the typhoid bacillus. 

A bouillon culture of the bacillus obtained from the cyst contents 
was agglutinated by the serum of a rabbit immunized with 2. typhosus 
in dilutions of 1:1200, whereas a laboratory culture of B. typhosus 
showed agglutination in the same serum in dilutions of 1:2000. 

Typhoid bacilli were well agglutinated by the serum of the patient 
in dilutions of 1:100 and bacilli from the cyst 1:50. 

After three weeks’ treatment with the bacilli obtained from the 
cyst the serum of a rabbit agglutinated both the cyst bacilli and 
typhoid bacilli in dilutions of 1:1250. 

It is interesting in this case to note the association of torsion of 
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the pedicle with typhoid infection of the cyst. It would be difficult, 
if not impossible, to apportion the symptoms of which the patient 
complained between these two conditions. 


Case viz. Walker,}4 1902. 

A married woman, aged 20, had an attack of typhoid fever which 
commenced in July, 1901. For four weeks it ran the course of a 
“typical typhoid.” At the end of this time the patient began to 
suffer pain in the lower part of the abdomen: the fever increased, and 
a tumour appeared in the lower part of the abdomen. The tumour 
rapidly enlarged and was accompanied by exacerbations of pain, which 
were very severe at times. Chills frequently occurred and were 
followed by rises of temperature. The fever was lower but still 
continued throughout October and November, and on coming under 
observation on December 31st the temperature was about 101°. The 
abdomen was found to be occupied by a large cystic tumour. 

A Widal reaction with the patient’s serum showed agglutination 
of the bacilli within seven minutes. [No indication is given of the 
degree of dilution of the serum]. 

At operation, January 14th, 1902, a large dermoid ovarian cyst 
containing a gallon or more of pus was removed. The adhesions were 
extensive. During the separation of omental adhesions from the 
superior aspect of the cyst, its wall was torn and a large quantity of 
pus flowed into the peritoneal cavity, and was widely disseminated. 
This was wiped out with gauze and gauze sponges. No irrigation 
was employed. The abdomen was closed without drainage. Recovery 
was complicated by the formation of some mural abscesses. 

From the pus a germ was cultivated “which gave an alkaline 
reaction, and in all respects [no details of which are given] resembled 
the typhoid bacillus.” 

Widal’s reaction was again tested, using the bacilli obtained from 
the tumour “ with the same result as before.” 

“There is no reasonable doubt [in the author’s mind] that the 
bacillus had found their [sic] way from the intestines into the 
ovarian cyst and infected it.” 


Case vit. Lewis and Le Conte,!5 1902. 

A Russian, iv.-para, aged 28, suffered from an attack of typhoid 
fever five weeks after delivery of a full term child. An abdomen soft 
and undistended, showing several rose-coloured spots, a vaginal ex- 
amination, a leucocyte count of 2,600, a positive Widal reaction and 
a positive diazo reaction in the urine negatived puerperal infection 
and clinched the diagnosis of typhoid fever. It also ran the course 
of a moderately severe case of typhoid fever. 

During the fourth week the character of the pyrexia changed and 
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assumed a hectic type. The patient also complained of pain in the 
pelvic region, with slight tenderness. The blood count now showed 
10,400 leucocytes and 55 per cent. hemoglobin. 

Vaginal examination revealed a large, exquisitely tender, fluctuat- 
ing mass in Douglas’s cul-de-sac which bulged the posterior vaginal 
fornix and pushed the uterus upwards and forwards behind the 
symphysis pubis. 

The patient refused all surgical intervention for a week and then 
would only consent to a simple vaginal puncture to evacuate the 
pus. About a quart of fetid greenish pus containing many cheesy 
particles was evacuated. Cartilage and bone were recognized in 
the cyst wall. It was therefore a suppurating teratomatous cystoma. 

From the pus B. typhosus was obtained in large quantity and 
in pure culture. [No cultural details or methods of identification of 
the bacillus are given]. 

The temperature now subsided, but five days later it again com- 
menced steadily to rise, with large spleen, rose-spots and leucopenia. 
It ran the course of a typical, though severe, relapse. Recovery 
ensued. 

Ceeliotomy was performed in March, 1902. <A left ovarian cyst 
of about the size of a lemon was found, lightly but universally ad- 
herent to the surrounding organs. It was removed along with the 
left Fallopian tube. Recovery was uneventful. 


Microscopically the tumour presented the structure of an ovarian 
teratoma. 


Case 1x. Lewis and Le Conte,!® 1902. 

A woman, aged 30, was married in September, 1900, and had a 
miscarriage at the third month. She was curetted in May, 1901, by 
Dr. B. C. Hirst and a month later the pelvic organs were quite healthy. 
She remained well until December, 1901, when typhoid fever devel- 
oped, giving a prompt and positive Widal’s reaction. On the thirty- 
seventh day the temperature again rose and a relapse was diagnosed, 
although the temperature was of the hectic type. On the twenty- 
fourth day of the supposed relapse, as the course of the disease rather 
suggested some septic condition, the pelvic was explored by vaginal 
examination. A bulging was felt in Douglas’s cul-de-sac on the left 
side: it was sensitive to pressure. Abdominally no tumour could be 
felt, but a sense of fluctuation was conveyed to the examining finger 
while percussing the left lower quadrant of the abdomen. A pelvic 
abscess was diagnosed. 

Ceeliotomy was performed, and a large cystic tumour was exposed, 
adherent to the rectum and left Fallopian tube. In attempting to 
remove it entire it ruptured and a large quantity of coffee-coloured, 
rather grumous offensive material escaped, soiling the peritoneum. 
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Owing to its firm adhesion to the bowel the cyst wall could not be 
entirely removed, though most of it was cut away. Gauze packing 
was introduced for drainage. 

On the fifth day the temperature rose to 104°F. and subsequently 
remained about 102°. The question arose as to whether there was 
further trouble in the abdomen or whether there was a relapse of the 
typhoid fever. It was decided that it was the latter condition that 
was present. The surgical progress of the case was uneventful. 

A culture from the pus was made at the time of operation and 
grew typical typhoid bacilli. [No details are given]. No other 
micro-organisms were obtained. 

The excised tumour was a cyst of the left ovary, of the size 
of a small orange. 

Microscopically the deeper layers of the cyst wall consisted of 
fairly dense connective tissue, and the superficial layers were com- 


posed of young granulation tissue. No micro-organisms were 
observed in the cyst wall. 


Case x. Zatschenko,!® 1904. 


A peasant woman, aged 28, was admitted to the gynecological 
clinic at Kasan complaining of an abdominal tumour and fever. She 
had been quite healthy until August, 1902, when she was admitted to 
the Government Hospital, Kasan, for typhoid fever. At the same 
time the patient became aware of the presence of an abdominal tumour 
which steadily increased in size and was the source of constant pain. 
After discharge from the hospital, the patient had suffered nearly 
every evening from rigors, fever and sweats. 

The physical signs were those of a large ovarian cyst of the 
left side, and suppuration within it was diagnosed. 


On May 2nd, 1903, the abdomen was opened and the cyst was 
removed entire, after separating adhesions to the anterior abdominal 


wall, coils of intestine and the left broad ligament. Recovery was 
uneventful. 


The excised tumour measured 85cm. in circumference and pre- 
sented the macroscopic and microscopic characters of a multilocular 
ovarian cystadenoma, the walls of which were infiltrated with leuco- 


cytes. The contents consisted of 4300 c.c. of greenish yellow pus 
free from odour. 


Microscopically the pus consisted mainly of granular detritus 
with a few well-preserved leucocytes. Short thick bacilli with 
rounded ends were observed both intra- and extra-cellular. 


Cultures were made in broth, gelatine, agar, glucose broth, milk, 
potato and litmus whey, and gave characteristic reactions. 
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CasE x1. Dirmoser,!? 1904. 


A married woman, aged 20, suffered from typhoid fever. Six 
months later she had an attack of diffuse abdominal pain with vomit- 
ing. This recurred in four to six weeks. To the right of the uterus 
was a tumour tender to pressure. Laparotomy showed this to be an 
exceptionally mobile cystic tumour of the right ovary. It was equal 
in size to a child’s head and contained stinking greyish-yellow thick 
pus. The right Fallopian tube was also suppurating. The uterus 
along with the appendages of both sides was extirpated. 

The bacteriological examination of the pus was undertaken by 
Ghon. Cultures (agar-streak only) showed a bacillus “belonging 
to the type of the typhoid-coli group.” Ghon states that although 
the exact diagnosis of the typhoid bacilli was not completely ascer- 
tained, he “ could not withstand the belief that he had to deal with 
the typhoid bacillus.” 

The bacteriological examination in this case was very incomplete. 
In the absence of anaérobic cultures, of agglutination tests, and 
animal inoculations the nature of the bacilli obtained cannot be 
considered as definitely ascertained. The stinking nature of the 
cyst contents would rather militate against a pure typhoid infection. 


Case x11. Bensis,!® 1906. 

A woman, aged 40, had noticed an abdominal swelling for sixteen 
months. It presented all the physical signs of an ovarian cyst. At 
' first it grew rapidly and caused no other symptoms, so that the patient 
considered herself to be pregnant. 

She had an attack of typhoid fever two and a half months before 
coming under observation. After the fever the cyst rapidly increased 
in size and the temperature remained normal. The cyst was punc- 
tured and a purulent fluid was withdrawn, in which Eberth’s bacillus 
was found. 

With a view to operation the patient was transferred to the 
surgical clinic, where the cyst was emptied by tapping. Five to six 
kilos, of pus were evacuated. The patient died a few hours later, 
either from effusion of pus in the peritoneal cavity or from heart 
failure. 

The original account of this case is inaccessible to me and the 
scanty details above given are from a short abstract in the 
Zentralblatt fiir Gynikologie. The description of bacteriological 
details is wanting by which alone a judgement of the real nature of 
the organism obtained can be formed. 


The salient features of these cases may be seen at a glance from the 
appended table. 


No. 


1. 
| 
4. 
yt 
5. 
8. 
13 
oh 
‘ 


3. Sudeck, (*°) 
1895 


4, Pitha, ("") 
1899 


5. Wallgren, 
1899 


6. Engelmann, 
(78) 1901 


7. Walker, (?*) 
1902 


8. Lewis & Le 


Conte, 
1902 


9. Lewis, & 
Le 


onte, 
1902 


10. Zatschenko, 
(3%) 1904 


11. Dirmoser, (?”) 
1904 


12. Bensis, (**) 
1906 


13. Taylor, 
(Case now 


recorded). 


1907, 


Interval since 
fever 


8 months 


7 weeks 


4 months 


3 months 


5 months. Re- 
lapse 2 months 


4 weeks 


4 weeks 


6 weeks 


9 months 


6 months 


24 months 
12 months 


The salient features of these cases may be seen at a glance from the fol 


Febrile 
symptoms Kind of cyst 
Absent Dermoid 
Exhaustion, ? 
fever, diarrhea, 
severe sweats, 
vomiting 
Severe fever, |Unilocular 
rigors cystoma 
Absent Dermoid 
Slight fever, Dermoid 
rigors 
Absent Multilocular 
dermoid 
Fever, chills and|Dermoid 
exacerbations of 
ain 
ectic tempera-|Teratomatous 
ture. Pelvic; cyst 
pain and tender- 
ness. Leucocy- 
tosis 
Hectic tempera-|Cystoma 
ture 
Fever, rigors and|Multilocular 
sweats cystadenoma 
Vomiting and ab-\Cystoma 
dominal pain 
Absent Cystoma 
Absent Unilocular 
cystoma 


Microscopic exam- 
ination of cyst 
wall 


Dermoid : no micro- 
organisms 


Fibrous tissue in- 
filtrated with leuco- 
cytes. No bacilli: 
groups of diplo- 
cocci. 

Necrotic patches and 
small celled __in- 
filtration; no bac- 
teria 

Dermoid with small,| 
round celled _in- 
filtration; no bac- 
teria 


Teratoma with car- 
tilage and bone 


Dense fibrous tissue 
lined by young 
granulation tissue. 
No bacteria 

Multilocular ovarian 
cystadenoma 
filtrated with leuco- 


cytes 


Fibrous tissue in- 


filtrated with small, 
round cells: lined 
by necrotic and 
degenerated tissue. 


Cyst contents 
Macroscopically 


Sero-purulent fluid with 
ultaceous matter and 
air. Unpleasant) 

odour 

Pus 


Chocolate-coloured fluid 
with flocculi of pus. 
Unpleasant odour 


Thin fluid yellow pus : 
free from odour 


Pultaceous matter with 
flocculi; purulent 
offensive odour 


Thin yellow fluid mixed 
with pultaceous matter 
and hai Free from 
odour 


Pus 


Greenish pus contain- 
ing cheesy particles. 


Fetid odour 
Coffee-coloured m- 
ous material. ffen- 
sive odour 

Greenish - yellow pus. 


Free from odour 


Greenish - yellow thick 
pus. Stinking 


Purulent fluid 


Uniform _greenish- 
yellow pus. Free 
from odour 


Cyst contents 
Microscopically 


Granular detritus and 
leucocytes. No bac- 
teria 


Detritus, degenerated 
leucocytes ; no bacteria 


Degenerated epithelial 
and polynuclear pus 
cells. No bacteria 


Degenerated leucocytes 
sparingly. bac- 
teria 


Detritus and degener-; 
ated leucocytes. No 
bacteria 


Granular detritus; leu- 

cocytes. Short, thick 
bacilli with rounded 
ends, Intra- and extra- 
cellular 


Granular detritus and 
degenerated _leuco- 
cytes. No bacteria 


No bac 


teria 


Adhesi q 
Extensive to 


and abdomi 
not to bowel 


To abdominal 
uterus ; not t 


Extensive to g 
ing organs 


Slight to ant 
dominal wall 


Slight to ome 


To rectum a 
pian tube 


To abdomins 
broad ligam 
bowel 


Extensive to 
only 


a glance from the following table :— 


Bt contents 
oscopically 


detritus and 
No bac- 


degenerated 
es ; no bacteria 


pted epithelial 
plynuclear pus 
No bacteria 


ted leucocytes 
No 


cocytes. No 


detritus; leu- 
Short, ‘thick 
ith rounded 
tra- and extra- 


detritus and 
_leuco- 
INo bacteria 


and degener-; 


Adhesions 
Extensive to omentum 


and abdominal wall; 
not to bowel 


To abdominal wall and 
uterus; not to bowel 


Extensive to surround- 
ing organs 


Slight to anterior ab- 
dominal wall 


Slight to omentum only 


To rectum and Fallo- 
pian tube 


To abdominal wall, 
broad ligament and 
bowel 


Extensive to omentum 
only 


Agglutination 


Widal + 


Widal with 1 : 50+cyst 
bacilli and immunised 
typhoid serum 1 : 2000 


+ 
Cyst bacilli and typhoid 
serum 1: 50+typhoid 
bacilli and cyst serum 
1: 1250+. idal 1: 


Widal + 


Widal 
positive ” 


“prompt and 


Widal = 1: 1000+ cyst 
bacilli with typhoid 
serum 1 : 4000+ 


Virulence 


mice ; slight 
to guinea-pigs 


Not to guinea- 
pigs 


Remarks 


Cystic portion of oppo- 
site ovary excised 


Ambulatory typhoid 


Torsion of pedicle. 
and left 
pingo-odphorectomy 


Portion of cyst wall 
adherent to rectum 
left behind 


Fallopian tube suppu- 
rating. Hysterectomy 
and Bilateral salpingo- 

odphorectomy 

Death tap- 
ping of the cyst 

Pfeiffer’s 
not obtaine 


Moderate to 
q 
100+ 
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The difficulty of diagnosing typhoid fever from clinical signs and 
symptoms alone is well known. Suppurating ovarian cysts (not 
caused by typhoid infection) have been known so closely to simulate 
typhoid fever, as to be diagnosed and treated as cases of this disease, 
until the discovery of the tumour has made the diagnosis clear. 

In some of the earlier recorded cases, prior to the application of 
Widal’s reaction, in which a febrile illness (diagnosed and treated as 
typhoid fever) has occurred and later a suppurating ovarian cyst has 
been removed, may have been of this nature and not typhoid fever 
at all. That in my case the previous illness was really typhoid is 
proved by the positive “ Widal ” obtained with the patient’s serum. 

Now-a-days, by the application of modern clinical methods, it 
would not be difficult to distinguish between typhoid fever and a 
febrile illness caused by a suppurating ovarian cyst simulating typhoid 
fever. In typhoid fever blood examination would reveal a leuco- 
penia (z.e., diminished number of leucocytes), the urine would give 
a positive diazo-reaction, with the patient’s serum a positive Widal’s 
reaction would be obtained, whilst the B. typhosus could be cultivated 
from the blood. In suppurative ovarian cystitis there would be a 
leucocytosis (z.e., increased number of leucocytes in the blood), a 
negative diazo-reaction with the urine, and a negative Widal’s re- 
action with the patient’s serum. 

A case recorded by Lewis and Le Conte (q. v.) shows the value of 
a blood examination in these conditions. A patient with an ovarian 
cyst developed typhoid fever, which was accompanied by a leucopenia. 
Suppuration then occurred in the cyst and a leucocytosis was noted. 
The cyst was then tapped vaginally, reinfection from the cut surface 
resulted in a relapse and a leucopenia again resulted. 

Two points of interest are suggested by the case here recorded, viz. : 

1. Infection of the cyst contents by the B. typhosus through the 
blood stream. 

2. The production of pus by a pure typhoid infection. 

In the absence of bowel adhesions the bacilli must have been 
carried to the cyst by means of the blood stream. That typhoid bacilli 
may enter the blood stream has been proved by the employment of 
improved cultural methods. Thus Castellani!® obtained typhoid 
bacilli from the blood by culture in twelve out of fourteen cases. 

Further, in a recent and exhaustive research on the bacteriology 
of the blood in typhoid fever Coleman and Buxton *° have arrived 
at the following conclusions : 

1. The typhoid bacillus is present in the blood in every case of 
typhoid fever. 

2. The bacillemia in typhoid fever does not constitute a true 


septicemia, but it represents an overflow of bacilli from the lympho- 
poietic organs. 


4 
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3. The clinical picture of typhoid fever results only from the in- 
fection of the lymphopoietic organs by the typhoid bacillus, with 
invasion of the blood stream and destruction there of vast numbers of 
bacilli. 

4. The endotoxins of the typhoid bacillus are not cumulative in 
action and convalescence from the typhoid fever per se is established 
within a few days after the disappearance of the bacilli from the 
blood. 


On these grounds the metastatic transference of the bacilli to 
various regions and organs of the body, and the occurrence therein of 
post-typhoid suppuration is not difficult to explain. Such suppura- 
tion has been observed, not only in ovarian cysts, but also in the lungs, 
lymph glands, the diaphragm, the salivary glands, the testis, the 
thyroid, the gall bladder, the joints and, with greatest frequency of 
all in the bones, as a suppurative periostitis.?!-* 

Since the bacilli rapidly disappear from the blood stream, infec- 
tion of these organs must have occurred during the bacillemia of 
the acute stage of the disease, and the bacilli must have lived in their 
local nidus since the attack, which may have occurred months or even 
years before. 

As regards the production of pus by a pure typhoid infection, it 
has long been denied, especially by Baumgarten and Fraenkel, that 
the B. typhosus was possessed of pyogenetic properties, and that when 
such occurred a mixed infection was present suppuration being 
caused by the other organism present, or that the pus-producing 
organism had been overgrown by the B. typhosus. 


The incorrectness of this view was definitely settled by Kruse *° 
who collected in Fliigges’ Handbook a large series of experimental 
observations, by himself and others, which have conclusively proved 
the possessoion of pyogenetic properties by the B. typhosus. 

From the bacteriological standpoint, three varieties of post-typhoid 
suppuration, alike in ovarian cysts and other parts of the body, may 
occur : 

1. A mixed infection, where both pyogenetic cocci and B. typhosus 
are present. 

2. A secondary infection, caused by invasion of pyogenetic cocci 
into an organ whose resisting power has been lessened as the result 
of typhoid fever. 

3. A pure infection by the B. typhosus alone. 

The case I have now recorded provides a typical example of the 
last variety. 
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SELECT CLINICAL REPORTS. 


(Under this heading are recorded, singly or in groups, cases to which 
a special interest attaches either from their unusual character or — 
from being, in a special sense, typical examples of their class). 


I, 


A Case of Czsarean Hysterectomy for Traumatic 
Atresia of the Vagina, the patient having pre- 
viously undergone a successful operation for a 
Vesico-vaginal Fistula due to the same injury.* 


By Amanp Rovtu, M.D., F.R.C.P., 
Obstetric Physician to Charing Cross Hospital, ete. 


THE patient was first admitted to Charing Cross Hospital on March 
21st, 1906, having been delivered of her seventh child fifteen days 
before. She had been attended by a midwife, who, apparently mis- 
taking an edematous anterior lip for the placenta, had dragged on 
it for two hours, and, after a rest, for another two hours, causing 
acute agony. Eventually the midwife pulled away “two lumps of 
flesh” as the patient called it, and said it was a growth. A doctor 
was sent for. The patient survived, but since the confinement her 
urine had all passed by the vagina. 

On examination, the middle part of the posterior cervical lip was 
present, but the whole of the anterior lip and the lateral ends of the 
posterior lip were absent. The anterior and lateral vaginal wall in 
front of the cervix was missing for about two inches, and when the 
parts were exposed by a Sims’s speculum there was seen to be an 
opening into the bladder about 1} by 1 inch in area. The anterior 
wall of the vaginal and supra-vaginal cervix was absent up to about 
the level of the internal os; the utero-vesical pouch of peritoneum 
was apparently not opened. The intra-uterine sound passed along the 
posterior uterine wall 3 inches, along the anterior an inch and a half. 
The urine was offensive and contained much mucus and pus. This 


* Presented as a “Short Communication” to the Obstetric Section of the 
Royal Society of Medicine of London, October 10, 1907. 
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condition cleared up after repeated vesical irrigation by boric acid 
solution and administration of urotropin and acid phosphate of soda. 
The patient then returned home for five weeks till the involution of 
the parts was complete. 


July 20, 1906. With valuable advice from Mr. Stanley Boyd 
and assisted by my Resident Obstetric Officer, Mr. J. W. Heekes, 
I dissected off the bladder from all its attachments (without however 
opening the utero-vesical pouch of peritoneum) and drew it down 
into the vagina like an empty sac. I could then see the right ureteric 
opening but not the left. This dissection necessarily afforded both a 
vesical and a vaginal flap. I united the bladder opening transversely 
by a series of interrupted catgut Lembert sutures tucking the margins 
of the opening inwards into the bladder. By injection of sterilized 
milk the bladder was proved not to leak. The vaginal flaps were 
then as far as was possible drawn over the sutured bladder and united 
by interrupted fishing gut sutures, the line of suture being longi- 
tudinal instead of transverse. On the 12th day the silk-worm gut 
vaginal sutures were removed and the patient left the hospital on 
the 18th day, (August 7th, 1906), cured. She was instructed to 
report herself at the hospital if she missed a period. 

She reported herself when a week overdue at the end of October, 
1906 (three months after the operation) but pregnancy did not then 
seem likely. The bladder at its junction with the vagina was lying 
against the anterior surface of the posterior lip of the cervix, with a 
small space between permitting the escape of the uterine secretions. 


On July, 11th, 1907, she was again admitted into Golding Ward 
of Charing Cross Hospital, being then in labour. My Resident 
Obstetric Officer, Mr. J. B. Banister, had made out that the child was 
presenting in the first position of the vertex; the membranes had 
ruptured and the pains were feeble. He ordered a sedative and I 
saw her in the early afternoon. 

' On examination, the remaining portion of the posterior lip of 
the cervix was found to be edematous, and the head could be felt 
pressing down on to the anterior ridge of tissue formed by the united 
bladder and the vaginal wall. The lower edge of the anterior uterine 
wall above the bladder could not be felt. It was evident that if the 
head were allowed to come down further the bladder would be severely 
and probably irremediably torn, so I decided to perform Czsarean 
Section. 

This I did in two hours’ time, assisted by Dr. Eden and my 
Resident Obstetric Officer, Mr. J. B. Banister. Before making the 
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incision into the uterine wall a ridge was noticed on its surface 
crossing obliquely from above downwards, but this was not recognized 
as a fibroid till the uterine wall had been partly divided. It was 
then found that at the point incised the uterine wall was nearly 3 
inches thick and it was evident I had cut into a large fibroid which 
had undergone “ flattening out and softening,” the “ assouplisse- 
ment” described by Depaul. 

The child was removed by podalic version and was taken charge 
of by Mr. J. W. Heekes, a former Resident Obstetric Officer; its 
cries soon proclaimed that it was vigorous. 

As the patient and her husband were most anxious that the patient 
should be spared the risk of another confinement, I had considered 
whether I should perform hysterectomy or procure sterility by re- 
moving both Fallopian tubes and inverting their uterine stumps, but 
as the incision had been made through the tissue of a fibroid, which 
would have made the uterine sutures both insecure and dangerous, 
I decided to adopt the standard operation and to sterilize her by 
removing the uterus by the sub-total method. Amputation was per- 
formed just above the level where the anterior uterine wall had been 
torn away by the midwife. I had intended to leave one ovary but 
such extensive sub-peritoneal venous hemorrhage occurred whilst I 
was dealing with the second ovary that I had to remove it. The 
abdominal wound was closed in layers by continuous catgut sutures 
for the peritoneum and anterior rectal sheath, and by interrupted 
catgut sutures for the fat; the skin was united by silk subcuticular 
stitches and covered by collodion gauze. The patient made an excel- 
lent recovery and was able to suckle the child. The wound healed 
beautifully. The child, which weighed 4 lbs. 12 ozs. at birth, lost 4 
ounces the first week but gained 10 ounces the second, and 14 ounces 
during the third week. The child had an attack of conjunctivitis 
from July 13th to 19th. 

The patient left the hospital on August 3rd, the twenty-fourth 
day after the operation. 

Remarks. The indication for some variety of Cesarean Section 
in this case was clear and absolute. The child could not have been 
born, alive or dead, without very serious injury to the bladder and 
vagina, and it is almost certain that the resulting injury to the bladder 
would have been irremediable. 

IT can find records of only two instances of a simple or conservative 
Cesarean Section having been performed in this class of case (non- 
malignant cicatricial atresia) since 1876, when Porro first performed 
sub-total hysterectomy (Cases 31 and 32 in Table). 

A conservative Cesarean Section is contra-indicated where much 
vaginal atresia exists, owing to the probability of retention of lochia 


¢ 
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and the development of sepsis, and owing to interference with normal 


involution. 
and method of sterilization must also be carefully 


considered,and the patient and her friends should be informed of the 
advisability of preventing another conception. In this case, having 
decided to sterilize the patient, and having unwittingly made the 
uterine incision through the substance of a fibroid, I had no alternative 
but to perform hysterectomy, which, however, I am convinced would 


in any case have been correct treatment. — pha 

It is owing to the dangers of a conservative Cesarean Section in 
these vaginal atresia cases, and to the advisability of ensuring certain 
sterilization that operators have been led to perform some variety of 
hysterectomy as the best means of safegarding the patient both at the 
time and in the future. 

I append a table of 30 cases of Caesarean hysterectomy for vaginal 
atresia, in five of which (Nos. 22, 23, 28, 29 and 30) injury to 
the bladder had occurred at the previous labour and had been operated 
upon subsequently, in one case (No. 29) unsuccessfully. 

The maternal mortality in the 30 cases was 6, or 20 per cent. 
Five out of the six deaths occurred in the cases in which the stump 
was treated extra-peritoneally, the mortality being 5 in 18 cases so 
treated, or 27'7 per cent. No, 22, treated by panhysterectomy, died 
from hemorrhage from the slipping of a ligature. The 11 cases 
treated by the intra-peritoneal method all survived. 

The 5 deaths, in the cases Nos. 1, 2, 7, 25, 26, where the stump 
was treated extra-peritoneally, could, however, hardly be put down 
to the method employed. 

Nos. 1 and 2, quoted by Godson in his paper of 1885, occurred 
in 1880 when hysterectomy was in its infancy, one patient dying of 
septic peritonitis, the other from hemorrhage from the stump. No. 
7 (1886) also died of septic peritonitis. No. 25 had been in labour 
for twenty-four hours, and had had much vaginal manipulation 
by other medical men before operation; she died of pneumonia on 
the twelfth day. 

No. 26 was feverish during labour; peritonitis developed and the 
patient died after the abdomen had been reopened three weeks after 
the hysterectomy. 

Of the 30 children 25 are stated to have survived. 

The statistics of the operation, and the above considerations seem 
to prove that Cesarean hysterectomy with intra-peritoneal treatment 
of the stump is the most suitable operation in cases where there is 
much obstruction from vaginal atresia, or where the bladder is likely 
to be seriously damaged. 

The operation should be performed, after due preparation, at or 
near full term, and, if labour has already commenced, with as little 
delay as possible. 


No. 
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No.in Porro- 


113 


189 


195 
209 
250 


265 


268 


270 
325 


361 


394 


1061 


601 


623 


679 
748 


759 


815 


868 


1882 


1885 


1885 
1885 
1886 


1887 


1887 


1887 
1889 


1890 


1890 


1892 


1894 


1895 


1896 
1897 


1897 


1898 


1898 
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Name of 
Operator. 


Laroyenne 
(Lyons) 


De Rull 
(Barcelona) 


De Jace (Liége) 


Omori (H.) and 
Y. Ikeda 
(Japan) 

Lesi (Imola) 

Weiss 


Nicolini (Milan) 

Schauta (Prague) 

Frattina 

(Pordenone) 

Schauta (Prague) 

Spath (Hamburg) 
Milan) 


Ashton (W.) 
(Philadelphia) 


Fritsch 
(Breslau) 


Ogata (Japan) 


H. Spencer 
(London) 


Chrobak 
(Vienna) 
Kumagai (Japan) 


Fehling (Halle) 
Tolotchinof 


(Kharkoff) 
Kusuda (Japan) 


II 


II 


II 


I 


Multi 


II 
II 


VIII 


VI 


II 


III 


XIII 


Remarks. 


Vaginal atresia. Extra- 
peritoneal treatment of 
pedicle 

Vaginal atresia following 
preceding labour. Extra- 
peritoneal treatment of 
pedicle. 

Vaginal atresia following 
gangrene in previous 
labour. Operation, 
extra-peritoneal 
Vaginal cicatricial sten- 
osis. Operation, extra- 
peritoneal 

Stenosis vagine. Opera- 
tion, extra-peritoneal 
Stenosis vagine. Opera- 
tion, extra-peritoneal 
Vaginal atresia. Opera- 
tion, extra-peritoneal 


Vaginal atresia. Opera- 
tion, extra-peritoneal 


Vaginalcicatricialatresia. 
Operation, extra-peri- 
toneal 


Vaginal atresia. Opera- 
tion, extra-peritoneal 
Vaginal cicatricial sten- 
osis. Operation, extra- 
peritoneal 

Vaginal cicatricial atresia. 
Operation, extra-peri- 
toneal 

Congenital stenosis of 
vagina. Operation, ex- 
tra-peritoneal 
Cicatricial stenosis of 
vagina. Operation, 
intra-peritoneal 
Cicatricial stenosis of 
vagina. Operation, 
intra-peritoneal 
Cervico-vagina stenosis 
following amputation of 
cervix for cancer in 


1893. Operation, extra- 
peritoneal 

Vaginal stenosis. Opera- 
tion, intra-peritoneal 
Cicatricial stenosis of 
vagina. Operation, 
intra-peritoneal . 
Cicatricial stenosis of 
vagina. Operation, 
intra-peritoneal 
Cicatricial stenosis of 
vagina. 
extra-peritonea’ 
Cicatricial stenosis of 


vagina. Operation, 
intra-peritoneal 
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A Case in which Ligature of the Fallopian Tubes 
Failed to Effect Sterilization. 
By G. A. Casauis, M.B., O.M. (Edin.), 


Gynecological Surgeon to the Victoria Hospital, Wynberg, 
Cape Town. 
Tue following are notes of a case that is of interest as showing the 
uncertainty of ligature of the Fallopian tubes as a means of steriliza- 
tion. Both tubes were tied by what is known as the intestinal method, 
but conception followed in four months. 

Mrs. M., a multipara, aged 29, was admitted into the Mount 
Royal Private Nursing Home for Women, February 19, 1907, with 
the following history : — 

She began to menstruate at 16 years, the periods at first recurring 
every 24th day and lasting 5-6 days, but since marriage menstruation 
had been more profuse, the flow having lasted of late about 8—10 
days. She had had four pregnancies, all normal, except the last 
one in September, 1906, which was brought on prematurely at the 
6th month owing to cardiac trouble contracted two years previously 
after rheumatic fever. 

When admitted, the patient was again pregnant (6 weeks) but 
owing to the condition of her heart (mitral incompetence) the medical 
attendant advised removal of the ovum and ligature of the Fallopian 
tubes to prevent further pregnancies. 

On February 23, the following operation was performed. The 
patient was placed in the gynecological position. The vagina was 
observed to be roomy and the uterus enlarged to about the size of an 
orange. The cervix was easily depressed. Rapid dilatation was 
effected with Fenton’s dilators up to No. 14 and curetting was per- 
formed. After the removal of the ovum, the uterine cavity was 
douched with saline fluid and packed with iodoform gauze. The 
cervix was then further depressed and an anterior colpotomy per- 
formed. On reaching the peritoneal cavity the rectangular retractor 
used when performing vaginal hysterectomy was introduced so as to 
protect the bladder. Both the right and left appendages were then 
easily delivered through the wound. The right Fallopian tube was 
first treated. It was well drawn out and its connexion with the 
uterine cornu and the ovary clearly defined—in fact at one time both 
tube and ovary were lying in the vagina. A strong pair of forci-pres- 
sure forceps with blades an inch long and one third of an inch wide 
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was then introduced and the Fallopian tube seized, about an inch 
from its uterine insertion, and forcibly clamped. When released the 
tube was absolutely flattened down and as thin as paper in appear- 
ance; it suggested a small appendix when treated in the same way. A 
curved Reverdin needle with a No. 3 catgut ligature was then intro- 
duced and the latter firmly tied at the seat of constriction. The left 
Fallopian tube was treated similarly, the same precautions being 
taken as to its identity before the forceps was applied and the 
ligature placed in situ. The peritoneum was closed by a continuous 
catgut suture No. 1; as was the vaginal incision but with thicker 
material. The vagina was lightly packed with iodoform gauze. 

Except for the cardiac condition which was distinctly worse after 
the anesthetic and for a couple of days gave a good deal of anxiety, 
the recovery was uneventful and the patient was discharged from the 
Home 15 days after the operation. 

Subsequent history. The “ courses” were normal, occurring every 
24th day, and lasting only 5 days. The heart’s action apparently 
improved. 

On July 17th, 1907, the patient called to inform me that she had 
missed a period which she ought to have had on July 3rd. She was 
afraid she was pregnant. Bimanual examination revealed the uterus 
in anteflexion, enlarged, doughy on pressure and apparently contain- 
ing an ovum. 

A second examination was made on August 3rd. The condition 
was clear and no doubt could be entertained as to the existence of a 
6th pregnancy. 

Remarks. The case is of interest, specially in view of Offergeld _ 
experiments on bitches, cats and rabbits (Zezts. fiir Geburts. und 
Gyndkol., 1907) when he found that the tube became patent again 
after simple ligature, even when it was so crushed as to leave only 
the peritoneal coat. 

Evidently in some cases nothing but the removal of the whole tube 
will prevent pregnancy. I will add, however, that out of 9 patients 
in whom, with a view to sterilization, I have tied the tubes after 
forci-pressure, only one was operated upon per vaginam, and this 
was the very one who became pregnant. The others have not done so 
yet, although in some cases the operation was performed from 3 to 4 
years ago. I am positively certain, nevertheless, that the tube, and 
the tube alone, was tied in this last case, as the vagina was short and 
roomy, the appendages were easily accessible and both Fallopian tubes 
when tied were lying completely outside of the vaginal incision, so 


that I could see and handle them from fimbriated end to uterine 
cornu. 
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CORRESPONDENCE. 
PUERPERAL MORBIDITY. 
To the Editor of the “Journal of Obstetrics and Gynecology of ths British Empire.” 


Sir,—In the admirable review of the clinical reports of Maternity Hospitals which 
appeared in the October issue of the Journat, Dr. W. F. Shaw is stated to have 
defined the standard of morbidity laid down by a Committee of the British Medical 
Association as follows :—“ If a patient’s temperature is found to be 100°F. or over 
twice within twenty-four hours (morning and evening one day or evening one day 
and morning the next day) the case is considered to be morbid without reference to 
the state of the pulse.” 

It is desirable to take the first opportunity of pointing out that the above does 
not accurately define the index of puerperal morbidity as laid down by the British 
Medical Association. 

The following is their definition : “a temperature that rises to 100°F. on any two 
occasions between the second and the eighth day of the puerperium.” ‘The tempera- 
ture observations are to be made twice daily as near as it is possible to the hours of 
8 o’clock a.m. and 5 o'clock p.m.” “The thermometer is to be placed in the mouth 
and for a period not less than three minutes. All deaths are to be classified amongst 
the morbid cases irrespective of temperature.” 

The necessity for so much precision is well illustrated in an article by Dr. Little , 
(American Journal of Obstetrics, September, 1905). He points out the great diver- 
gence of opinion in respect to the manner of recording temperatures, and as to the 
limit that should be considered morbid, amongst leading American and Continental 
obstetricians. 

The Johns Hopkins hospital classifies as normal all cases in which the maximum 
temperature in the mouth does not exceed 100°6°F. at any time during the first ten 
days, with a four-hourly reading. 

Déderlein and Winckel place the limit at 38°5°C. (101°3°F). The former records 
the rectal temperature, but the latter gives no directions in this respect. 

Wormser suggested 38°C. (100°4°F.) in the axilla. 

Braun and Fernwell place the limit at 37°6°C. (99°6°F.) in the axilla. 

It is well known that the thermometer readings differ materially when recorded 
in the rectum, in the mouth, or in the axilla, and the latter situation is practically 
untrustworthy, because of its varying phases of moisture and dryness. 

From the above it will be seen how very misleading it is to speak of the 
“Continental” method of estimating morbidity, for in no country so far has agree- 
ment been arrived at, either as to the extent of normal temperature limit, or yet as 
to the time or method of establishing these records. ‘The importance of such varia- 
tions can be realised when one recalls the statement of Ahlfeld that a variation in 
maximum temperature of 0°2°C. would serve to decrease his morbidity by one half.” 

The objection to all the standards quoted by Dr. Little is that they depend upon 
one reading of the thermometer, though it is the experience of all obstetricians that 
a single brief rise of temperature may occur without a discoverable cause, and 
without the condition of the patient being such as could be described as “morbid.” 
Such cases are largely excluded by the standard of the British Medical Association. 

In conclusion I should like to express a desire that these clinical reports might be 
more liberally distributed by the several maternity hospitals, especially amongst each 
other. For my part I shall be pleased to forward my report to anyone that would 
care to possess it, and shall feel very grateful to those who in return shall send 
me theirs.—I am, Sir, yours sincerely, 

E. Hastincs Tweepy, 
Master, Rotunda Hospital, Dublin. 
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Scopolamine-morphine Narcosis 


REVIEW OF CURRENT LITERATURE. 


Further Experiments with Scopolamine-morphine Anesthesia in 
Obstetrics. 

Newt (FRANKLIN S.). Surgery, Gynacology and Obstetrics, August 1907.—The 
author recently published the report of 41 cases in which this form of anesthesia was 
used, and drew certain conclusions from these cases. The present paper is based 
upon observations made on 123 cases, and he has had to modify some of his former 
conclusions. 

In the first series of cases the results were somewhat uneven, some patients showed 
a marked reaction, while in others there was apparently little or no effect. In the 
second series of cases the effect was much more constant, and the failures were very 
few, in fact there were practically no failures when a fresh solution was used. In 
the first series of cases a stock preparation was used, and the failures were un- 
doubtedly due to the use of an old solution. In the second series a fresh solution 
was prepared at least every fourth day, containing 0°l gr. of Merck’s scopolamine 
hydro-bromide and 2°5 grs. of sulphate of morphia. As soon as labour became active, 
practically when the pains occurred at 5-minute intervals, a dose of 0°06gr. of 
scopolamine and 0°l gr. of morphia was given hypodermically. This was repeated 
in from 1 to 2 hours unless there was marked reaction. If there was marked reaction 
another dose was not given until the effects of the first dose had begun to disappear. 
The dose was never repeated after the os was two-thirds dilated. 

The pain of labour was reduced and in some cases entirely abolished. Labour 
seemed to have been definitely shortened. Less operative interference was necessary. 
No tendency to hemorrhage was noticed, and only rarely was there undue relaxation 
of the uterus. No bad effects were noted, whether in the heart, respiration or pulse. 

Gauss has reported the results in 1,000 cases, and he claims that if certain definite 
precautions are taken no bad results will be seen. Gauss says that the drug should 
not be used until the labour pains are of a certain frequency and strength, and it 
should not be used when the pains are irregular and feeble. The dosage can be 
gauged by the patient’s powers of perception and memory, and this can be tested 
by questioning the patient from time to time. 

The only disadvantage in the use of the drug is that the patient requires careful 
watching. Rosert JARDINE. 


Spurious Pregnancy and Missed Abortion. : 
Nassaver (Max), Miinchen. Archiv f. Gynakol. Band lxxxii., p. 472.—Nassauer 
describes a case of missed abortion. The patient had not menstruated for 8 months, 
had had sickness and other symptoms of early pregnancy, and had felt foetal 
movements. Nassauer, on examining her, could not find any signs of conception, and 
diagnosed spurious pregnancy. Two days later the patient aborted, and a fleshy 
mole, the size of a chestnut, was expelled. H. T. H. 


Important Points relating to Sterility. 

Pincus (Lupwie), Danzig. Archiv f. Gyndkol. Bd. |xxxii., p. 188.—Pincus 
advocates thorough repeated examination of the husband as well as the wife in sterile 
marriages. His statistics of 491 cases show that the sterility was due to the husband 
directly in 24°4 per cent., in 15 per cent. cases indirectly, by having produced 
gonorrhcea in the wife, leaving only 58°8 per cent. in which sterility was primarily 
due to the wife. He describes suitable pessaries for counteracting abnormalities of 
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the vagina and malpositions near the os interum. He advises the gynecologist to 
tell the patient frankly that he can treat only her symptoms not the sterility, if he 
treats her alone, and cannot examine her husband. be tae: 


The Induction of Labour at Term. 

De Lee (Josep B.). Surgery, Gynacology and Obstetrics, July 1907.—When 
women go beyond the expected time of confinement there is considerable increase in 
the risk of infection, and in women of nervous temperament the loss of sleep and 
anxiety have a bad effect on their morale. De Lee says: “Death of the child from 
remaining too long in the uterus is not infrequent,” and attributes the death in certain 
cases to over-ripening of the ovum. 

The probable date of labour is calculated in the usual way. It is nearly always 
possible to learn the date of the fruitful céitus, and when the day of the expected 
confinement arrives De Lee examines the woman with strictest aseptic precautions, 
shaving the parts where practical. An estimation of the size of the child’s head is 
then made, preferably with Perret’s cephalometer. If labour does not come on within 
a week of this time he induces labour, usually by packing gauze all round the lower 
uterine segment through a curved tubular packer placed in the cervix. If this fails 
to induce labour, he uses more powerful methods to start uterine action. In any case 
in which the uterus reacts poorly to stimulation, it is not unreasonable to conclude 
that pregnancy would probably have been prolonged far beyond the period safe for 
mother and child. Rosert JARDINE. 


Prolapsus Funis. Its Etiology and a New Method of Treatment 
in Cephalic Presentations. A Review of 51 Cases. 

Stowe (Hersert Marion). Surgery, Gynecology and Obstetrics, July 1907.— 
After fully discussing the etiology of prolapse of the cord, and the various methods 
of treatment hitherto current, Stowe describes his new method in which his idea is 
to try to restore the normal conditions of the first stage of labour by introducing in 
the uterine cavity normal saline solution to take the place of the liquor amnii, and 
to provide a substitute for the membranes. Through a Voorhees’ bag, from base to 
apex, he has a separate rubber tube fixed without any connexion with the interior of 
the bag, and when the bag is in position in the cervix, sterile salt solution is slowly 
injected into the uterine cavity. About one pint is generally sufficient. The cord is 
of course replaced before the bag is introduced and filled. The bags are made in 
two sizes. If there is very little dilatation of the os the smaller one is used to be 
replaced later on by the larger one. When the larger one is expelled the os is fully 
dilated and immediate delivery by version can be done. If too much fluid is injected 
into the uterus the pains will become very severe. Some of the fluid should then be 
allowed to escape. If there is much leakage by the side of the bag, fluid should be 
injected from time to time. 

The author gives notes of three cases treated in this way. All the children were 
saved. Rosert JARDINE. 


New Methods of Version in Transverse Presentations. 

Kine (A. F. A.). Surgery, Gynecology and Obstetrics, August 1907.—In this 
new method of version pressure by the thighs upon the external surface of the 
abdomen is made use of to change the position of the child in the uterus. The 
pressure is obtained (1) by a squatting or kneeling position, or (2) by manipulating 
the woman’s lower limbs. 

Anyone who will place his closed fist in the neighbourhood of Poupart’s ligament, 
and then squat or kneel, will at once appreciate the tremendous pressure to which his 
hand will be subjected by the thigh, when the latter comes in contact with the 
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abdominal surface. When the abdomen is enlarged, as in pregnancy, the pressure 
will be still greater. In a transverse presentation the thigh would press upon the 
projecting head of the child in such a way as to force it in the direction of the 
pelvic inlet. 

In the squatting posture one foot is flat upon the ground, and the other foot rests 
on its toes and considerably in the rear of the former. On the side where the foot 
rests flat upon the ground and forward, the thigh will press upon the abdomen 
obliquely, high up over the hypochondriac and upper lumbar region, and on the side 
where the toes are on the ground the pressure will be lower down in the inguinal and 
lower lumbar regions, and will be exerted over a much smaller area. 

Supposing a left dorso-anterior shoulder presentation, the head in the right iliac 
fossa projecting somewhat in front of, and external to, the anterior spinous process 
of the ilium : if the woman squats with her left foot flat on the ground and forward, 
and the right foot resting on its toes and further back, the knees separated by 
abduction of the thighs, the left thigh will press upon the abdomen high up, over 
that part of the uterus in which the breech lies, while the right thigh will press 
over a limited area lower down, over that part of the uterus in which the head lies. 
The result of the pressure of both thighs will be to push the breech of the child 
upwards and inwards towards the middle line, and the head upwards and inwards 
towards the brim of the pelvis. The uterine contractions will assist the process. 
When the head rests on the left iliac fossa the left foot should be poised on its toes. 

The method of manipulating the woman’s lower limbs is designed to imitate the 
thigh pressure when a woman is unable to rise or squat. The patient lies on her 
back, and the obstetrician grasps the front of each knee and regulates the degree 
and direction of the pressure by varying the amount of abduction of the thighs. 

In cases of impacted shoulder presentation where the uterus is more or less 
globular and symmetrical in shape, thigh pressure by symmetrical kneeling might be 
more effective than by squatting. Kneeling is not always symmetrical, as a person 
often kneels only on one knee, and then the pressure will be exerted much the same 
as in squatting. The woman should kneel on the knee corresponding with the side 
to which the child’s head lies. 

Dr. King gives several cases in which version has been brought about in this way. 
He quotes a case reported by Dr. Barnum in the Buffalo Medical and Surgical Journal 
of a case of impacted shoulder presentation with the arm down. <A midwife had 
given ergot and the uterus was retracted round the child. Efforts to replace the arm 
were unavailing. The woman was placed in a kneeling posture at the edge of the 
bed, and within 5 minutes the arm began to recede, and in 15 or 20 minutes the child 
was born head first and alive. Spontaneous version, which is ascribed to an 
asymmetrical and unilateral contraction of the uterus is probably caused by the woman 
assuming a kneeling posture. Among savages transverse presentations are seldom 
met with, perhaps because the women always assume the squatting posture in attend- 
ing to the calls of nature. Among many tribes delivery in the squatting posture is 
common. The paper is illustrated by 7 plates which enable one to understand the 
author’s contentions much better than a description can. Rosert JARDINE. 


Artificial Dilatation of the Cervix to hasten Delivery at Full Time, 
and the most Appropriate Method of Procuring this 
Dilatation. 

JaRDINE (R.). Brit. Med. Journ., 1907. Vol. ii., p. 426.—Jardine opened a dis- 
cussion, in which twelve others also took part, on this subject, at the Exeter meeting 
of the British Medical Association. 

The justification for artificial dilatation of the cervix to hasten delivery at full 
time is almost proved by use and wont in certain cases, such as unavoidable hemor- 
rhage, eclampsia (in the case of those who hold that the proper obstetrical treatment 
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of all cases which occur in pregnancy and labour is to empty the uterus as quickly 
as possible), in prolapse of the cord early in labour, in rigidity of the cervix, early 
rupture of the membranes, occlusion of the os, and in some cases of lingering labour. 

The most appropriate methods of producing dilatation are: (1) by hydrostatic 
dilators—slow but sure, provided that the uterine contractions are strong; (2) by the 
vaginal plug, which he recommends for unavoidable hemorrhage; but the plugging 
must be done thoroughly, otherwise it is worse than useless; (3) manual dilatation— 
a very effectual method when the cervix is soft and yielding, but if the cervix is 
rigid the hand quickly becomes cramped and paralysed, and, in cases of great rigidity, 
this method may fail entirely; (4) the bimanual method by which forcible stretching 
can easily be effected, when the cervix can be brought low enough to hook one or 
two fingers of each hand into the os; (5) by expanding dilators of the Bossi type. 
Some obstetricians condemn the use of these powerful screw instruments, others are 
loud in their praise. Jardine does not think they are now being so much used as they 
were a few years ago. They are, in fact, coming to occupy their proper place in the 
obstetrical armamentarium. (6) Cutting methods, viz.: (a) by multiple incisions of 
the cervix, for which the cervix should be entirely taken up; the number of incisions 
varies from two to six. They should be made with angled scissors or with a blunt- 
pointed bistoury, and should be carried to the vaginal junction. The child should be 
immediately extracted, preferably by forceps, and if there is bleeding the placenta 
should be removed at once. If there is bleeding from the incisions, stitching will be 
necessary to control it. (b) Vaginal Cosarean section. This may be done before 
labour has commenced. It is an operation for experts only; its dangers are infection, 
injuries to mother and child, and hemorrhage. 

The obstetrician, in deciding the best operation to outuin in any case must be 
guided not only by the condition of the cervix, but also by the amount of his 
experience. 

In the discussion, there was a general agreement that under certain rare con- 
ditions—such as impending death, no matter from what cause, rapid delivery was 
justifiable, and that in many cases rapid dilatation of the os was the most appropriate 
procedure. For conditions such as ante-partum hemorrhage, eclampsia, and rigidity 
of the os, other forms of treatment were applicable, and no one brought forward 
conclusive proof that accouchement forcé offered any advantages above all other 
methods. Many speakers emphasized the dangers associated with rapid dilatation of 
the os, especially by the use of Bossi’s dilator, and pointed out that many lives had 
been sacrificed by this operation. Frank E. Taytor. 


Results of Dilatation with Bossi’s Instrument. 


Weser (Franz), Miinchen. Archiv f. Gyndkol. Bd. Ixxxii., p. 717.—Weber 
gives an account of 20 cases in which Bossi’s dilator was used to hasten labour : 
16 patients were suffering from eclampsia, one from hyperpyrexia and one from 
dyspnea; in all cases a speedy delivery was indicated. Complete dilatation of the 
os was rapidly obtained in nearly every instance; laceration of the cervix could not 
be avoided in a few cases, but none of these proved fatal. He concludes that Bossi’s 
dilator is an excellent instrument for the rapid termination of labour, especially in 
eclampsia, that it often makes Cesarean section or incision of the os unnecessary, and 
that it will still hold its position in obstetric practice. H.T.H. 


Spontaneous Delivery through Contracted Pelves. 


Wernnter (F.). Archiv f. Gynakol. Bd. lxxxi., p. 718.—At the Royal Lying-in 
Hospital, Dresden, the natural forces are allowed the greatest possible chance of 
acting, and among 1,610 patients with contracted pelvis, 1,201 were delivered without 
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any mechanical assistance, any pelvis being considered contracted in which the true 
conjugate is less than 95cm. Spontaneous delivery took place with true conjugates 
down to 7cm., both in cases of flat, and of generally contracted flat, pelvis. In this 
way normal full-term children were born, with a foetal mortality of only 1°5 per cent. 
The mortality for the mother was 0°6 per cent., the deaths being attributed to the 
interference outside before admission into the hospital. No fatal case occurred among 
the women who came to the hospital unsubjected to previous manipulations. 


HoT. 


The Treatment of Contracted Pelvis in Dresden in 1906. 

Leopotp (G.). Archiv f. Gyndkol. Bd. 1xxxi., p. 731.—The chief lines on which 
teaching of midwifery is based at the Royal Lying-in Hospital at Dresden are: 
to give nature time to act spontaneously; to allow the use of forceps when the foetal 
head is either in the cavity or at outlet of the pelvis and, very exceptionally, the 
use of high forceps; induction of premature labour is permitted, but the methods 
used need improvement, as the infant mortality is too high. Version and extraction 
is performed as one act, the os being, if possible, fully dilated. Perforation of 
the living child cannot be dispensed with yet, but may only be undertaken to save 
the maternal life. The number of births in 1905 was 2,066. There were 24 maternal 
deaths, the causes of death being : eclampsia, 11; admitted infected, gonorrhea, etc., 
11; nephritis, 1; Cesarean section, 1. There were 1,170 cases of contracted pelvis, 
514 with a true conjugate of 8cm. or less. Of these 98 were treated by the following 
operations : Hebotomy, 22; Cesarean section, 22; induction of premature labour, 14; 
version and extraction, 44; high forceps, 3. The mortality was one maternal death 
after Cesarean section. There were 9 infant deaths. Spontaneous delivery occurred 
in 81 per cent. of the patients with contracted pelves. H.T.H. 


Justification of the Induction of Premature Labour. 

Lropotp and Konrap. Archiv Gynakol. Bd. lxxxi., p. 648.—The authors give 
an account of 84 cases of premature labour, induced by artificial means, at the Royal 
Lying-in Hospital, Dresden, between 1900 and 1906. The membranes were kept intact 
until the os was fully dilated, and version and extraction were only performed if 
spontaneous delivery did not occur for several hours after the head had entered the 
brim. Transverse presentations were dealt with in the usual way. The date for the 
induction of the labour was chosen between the 35th and 36th week of pregnancy. 
Among the 84 cases, one mother died of septic infection; 71 infants were born alive, 
but 13 of them died before the mother left the hospital. Eight of the infantile deaths 
are attributed to the insufficient skill of the operators (young assistants) and two to 
prolapse of the cord. Labour was induced either by the bougie only, by bougie and 
bag, by Bossi’s dilator and bag, or by the bag only. Bossi’s dilator seemed to be the 
most efficaceous means of exciting uterine contraction. Leopold and Konrad do not 
advise the induction of premature labour in generally contracted, flat, rickety pelves, 
with a C.V. of 75cm. or less. Inquiries showed that 24 babies died within the first 
year, which is not more than the average infant mortality. It appears, therefore, 
that while induction of premature labour, in suitable cases, is still a useful and 
relatively harmless operation, its field has been limited by hebotomy. H.T.H. 


Forceps in Cases of Contracted Pelvis. 

Letsewitz. Archiv f. Gynakol. Bd. 1xxxi., p. 686.—The author gives an account 
of 697 extractions by forceps, performed at the Royal Lying-in Hospital, Dresden, 
during 1894—1907 : 63°13 per cent. operations were done to save the child; 14°2 per 
cent. to save the mother; the rest, for both mother and child. Lesions were produced 
by the use of forceps in 73°6 per cent. of the mothers, and in 6°6 per cent. of the 
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children, and Leisewitz comes to the conclusion that while the forceps still holds a 
certain place in obstetrics, it must be used with the greatest discretion and skill; it 
may then lead to the saving of the infant life, although, even with every precaution, 
maternal lesions cannot be avoided. He considers the use of high forceps very 
dangerous and advises hebotomy or Cesarean section in its place. He absolutely 
condemns high forceps in the hands of the general practitioner and recommends 
hebotomy, or, when this cannot be performed, perforation, even of the living child. 
H.T.H. 


Perforation of the Living and Dying Child. 

Meissner (C.). Archiv f. Gyndkol. Bd. 1xxxi., p. 665.—Between 1892—1906, 
57 living and 112 dying children were perforated at the Royal Lying-in Hospital, 
Dresden. The causes for perforation of the living child were generally : malformation 
of the child, eclampsia, contracted pelvis, high temperature and general diseases of 
the mother, and retraction ring. Twenty-two of the mothers were admitted in labour 
and had been frequently examined outside or were suffering from various diseases, 
such as tubercle, gonorrhea and nephritis. 

Meissner believes that, among these 57 cases, 8 infant lives might have been 
saved by hebotomy, but this operation had not then been introduced. 

The perforation of the dying child was performed in 112 cases according to the 
rule established at the Royal Lying-in Hospital, Dresden, that when an abnormal 
disparity exists between the foetal head and the maternal pelvis, or when the 
mother is in a critical condition, the dubious chances of the infant must be sacrificed 
to save the mother. Meissner hopes that in future less infant life will be sacrificed, 
since the operation of hebotomy offers a comparatively simple way of overcoming the 
resistance of some forms of contracted pelvis, 


Historical Review of the various Methods of Dividing the Pubic 
Symphysis, and the Pubic Bone. 


Tiibingen. Miinchener med. Wchnschr., 1907. No. 24, S. 1,195.— 
Reporting to the German Gynecological Society, Déderlein said that with the exception 
of a few operations, all disastrous, on women, all the earlier proposals were carried 
out either on animals or in the cadaver. The first successful ischiopubiotomy was, on 
the suggestion of Farabceuf, performed by Pinard in 1892, on an obliquely contracted 
pelvis, a living child of 3,970 grammes weight being delivered after section of the 
ascending ramus of the ischium and the horizontal ramus of the pubis. In 1894 Gigli 
suggested the division of the os pubis by his wire saw after cutting through the soft 
parts investing the bone, and the first successful operations by this method were 
carried out in 1897 and 1899. In 1901, Van de Velde modified this operation, called 
by him hebotomy, by dividing the bone more to one side, and so that the cicatrix in 
the soft parts did not correspond with the cut of the saw. Excessive separation and 
consequent injury of the sacro-iliac articulations were thereby avoided. In 1903 
Déderlein performed hebosteotomy after division of the soft parts, but soon adopted 
the subcutaneous method : making an incision 2 to 38cm. in length over the tubercle 
of the left pubes, down to the bone. The gloved index finger passed from above 
downwards behind the pubes, detached the bladder, and guided by it a specially con- 
structed acutely curved needle was passed down to the posterior surface of the bone 
until it thrust forward the skin on the outer side of the labium majus. At this point 
an incision was made in the skin and the loop of the wire saw was slipped on to the 
hook in the end of the needle so that when the needle was withdrawn, the saw was 
brought up in contact with the posterior surface of the pubic bone, and after the bone 
was sawn through the saw was withdrawn. The ends of the bone separated at once 
to the width of a finger. The slight hemorrhage was controlled by pressure and a 
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living child extracted by Tarnier’s forceps. After reviewing all available knowledge 
on the subject Déderlein divided the methods of operation into (1) the open methods, 
after division of the soft parts, and (2) the subcutaneous methods of sawing 
through the bone; and further distinguished the subcutaneous method (a) after 
incision, from that (b) after puncture; the former is Déderlein’s method, the latter 
that of Bumm, Walcher and others. The advantages of the open method are a 
greater enlargement of the pelvis and more facility in exact hemostasis; its dis- 
advantage is the more extensive wound. In the subcutaneous method the separation 
of the bones is less but adequate, and the lack of provision for exact hemostasis, 
though theoretically of importance, does not practically affect the success of the 
operation, and the less extensive wound is a distinct advantage. The available results 
are 294 cases, of which 225 have been published in detail and were submitted in 
tabular form in the report; 55 of these 225 were done by the open method (77 of the 
294), the others by the subcutaneous methods. The mortality of the 77 open hebosteo- 
tomies was 10°4 per cent.; of the 217 subcutaneous operations 4'1 per cent; the nine 
deaths being due: to infection, 5; to thrombosis and embolism, 2; to hemorrhage, 1; 
and to embolism, 1. The cases of fatal infection all exhibited signs of it before the 
operation was undertaken. 


In the appreciation of hebosteotomy accidental injuries have to be taken into 
account. 


(a) Injuries to the urinary apparatus. In 55 open hebosteotomies, laceration of the 
bladder during the operation has only been once reported. In 170 subcutaneous 
hebosteotomies, 25 complications affecting the urinary apparatus have occurred. It 
seems, however, that these accidents have been due to some faulty or at ail events 
peculiar technique (subcutaneous puncture method, introduction of the needle without 
guidance of the finger). In the modifications of the puncture method of Leopold, 
Walcher, Seeligmann and Bumm, the danger of injuring the bladder seems to be 
increased by the needle not being introduced directly through an incision, but from 
the vagina. The bladder may also be torn in extensive laceration of the vagina, with 
the result of serious danger to the patient’s life and invariably with serious interference 
with her recovery. 


(b) Communicating lacerations of the vagina. These accidents nullify every ad- 
vantage of the subcutaneous methods by establishing communication between the 
wounded bone and the genital canal, and play a great part in the mortality. In 55 
open hebosteotomies, 8 communicating lacerations of the vagina occurred, and in two 
other instances, the communication was probable but not quite certain. Six of these 
cases were primipare, four multipare. Among the 170 subcutaneous hebosteotomies 
there were 20 such accidents, 12 in primipare and 8 in multipare. The child was 
delivered by forceps in 15 and by version and extraction in 4 of these cases. It 
follows that cases delivered by operation, especially primipare, are especially liable 
to these lacerations, and that when possible, delivery after hebosteotomy should be 
left to nature. In primipare with contracted genital canals, especially before operative 
delivery, rupture of the genital canal should be prevented by a deep vagino-perineal 
incision on the side opposite to the osteotomy. 

Heamatoma. To the above accidents the formation and suppuration of hematomata 
must be added. The mere formation of a hematoma is not in itself serious. Some 
injury of the corpus cavernosum is hardly to be avoided, and this is the chief source 
of the hemorrhage. This is indeed the weak point of subcutaneous hebosteotomy, 
yet it does not justify the preference of the open method since, practically, the lacera- 
tion of the corpus cavernosum is not a serious matter. But decomposition of the 
accumulated blood has been reported in several cases. It is well to exhaust the blood 
therefore through a small opening in the incised wound with a moderate sized cupping 
glass (Bier), or perhaps drainage of the wound should be installed from the first. 
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Threatening symptoms, however, have never been noticed even from a suppurating 
hematoma. 

After treatment. After sawing through the bone, Déderlein closes the incision in 
the soft parts with a few stitches. He does not use either a pelvic bandage or rubber 
tube. No effect on the patient’s subjective condition can be traced. After a few days 
the patients begin to move in bed. The healing of the bones takes place at first 
by connective tissue, afterwards by callus. Even when some mobility of the ends of 
the bones on one another can be demonstrated after a considerable time, this is no 
disadvantage but rather the opposite. There is no functional injury. 


Results for the children. In the 225 labours, 15 children were born dead or died 
soon after birth; 3 after open and 12 after subcutaneous hebosteotomy. The deaths 
are attributed to the most various causes, most frequently to cerebral lesions and 
intracranial hemorrhages. In all these cases delivery had been operative, oftenest by 
forceps but in several instances by version and extraction, and the enlargement of the 
pelvis was not a factor in the mortality. There is no doubt that after division of the 
pelvis, spontaneous delivery will give better results than operative. 


Indications for hebosteotomy. Even the experience gained up to the present has 
established the position of this operation in obstetrics. Both clinically and by experi- 
ment it has been shown that the capability of the pelvis for enlargement after 
symphyseotomy and after hebosteotomy is about the same. Sellheim, however, has 
shown that the ligamentary bands of connective tissue on the pubic bone must be 
divided as well as the bone itself, and many observations have shown that this is not 
done by the puncture method. It is well to take a C.V. of 6°75cm. as the lower limit 
for the operation or there will be too much danger of injuring the sacro-iliac joints. 

It cannot yet be definitely decided whether, after hebosteotomy, there is a per- 
manent enlargement of the pelvis such as by Zweifel and Pinard is alleged to be the 
chief advantage of symphyseotomy. Spontaneous delivery in labour subsequent to 
hebosteotomy has been reported in 5 cases, and Déderlein has known of 7 cases of the 
kind; but such an enlargement cannot be claimed; a more favourable engagement, 
better configuration, and more effective labour pains, may be factors in such 
spontaneous births. In other cases (4) hebosteotomy has had to be repeated to save 
the child, which in one instance only was smaller than the former one 

It seems, therefore, that hebosteotomy is not followed by a permanent enlargement 
of the pelvis. Still the operation is not therefore so much behind symphyseotomy 
since Baisch has shown that spontaneous births after symphyseotomy cannot be 
attributed altogether to permanent enlargement. In one third of the cases after the 
first symphyseotomy it has been necessary to perform a second, or a Cesarean section, 
or to perforate the child. In other cases the children were born by spontaneous or 
induced premature labour. In another third, the children born spontaneously have 
been smaller than those for whose delivery the symphyseotomy had been performed. 
In a very few cases only (9 :132) can a more favourable course of labour be admitted 
after symphyseotomy in previous childbirth, and according to Baisch, such is then to 
be attributed to secondary healing of the symphysis. 

In the discussion (Miinchener m. Wchnschr., 1907, No. 26, Zentralb. f. Gyndkol., 


1907, No. 24) more than 40 members of the Congress took part, many of them reading 
elaborate papers. 


ZwEIrEL, in reply, after expressing satisfaction at the general agreement on many 
points, pointed out that he himself had long ago recommended deep vagino-perineal 
incisions as a means of preventing serious lacerations of the soft parts. He had per- 
formed 65 symphyseotomies, and Pinard 100, without any injury to the bladder, and, 
unless the technique of hebosteotomy could be so improved as to prevent such acci- 
dents, he thought symphyseotomy would remain the better operation, especially as it 
permanently enlarged the pelvis. The induction of premature labour was not to be 
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recommended for contraction of the pelvis of the first degree, and though justifiable 
m that of the second, was attended by too great infant mortality in cases of more 
extreme contraction. 

DépERLEIN, in closing the discussion, said that the term hebosteotomy might be 
accepted as etymologically correct. For the present two methods of performing the 
operation, the subcutaneous method with incision and that by puncture, had to be 
considered, the future would decide which was the best. He agreed with Bumm that 
good primary results were the most important to aim at, and too much stress should 
not be laid on permanent plastic enlargement of the pelvis. Spontaneous births would 
probably occur as often after hebosteotomy as after symphyseotomy, not because of 
such enlargement, but because of all the various conditions possible in subsequent 
labours. Injuries to the bladder were more easily avoided by the method with in- 
cisions. As a general result it seemed that the indications for operation would be 
much narrowed, there would be less inclination to interfere at all, less to induce pre- 
mature labour or to undertake prophylactic version. The measures adopted in his 
own klinik had given a maximum of spontaneous deliveries. On the other hand it 
seemed necessary to precise the indications for the induction of premature labour, for 
prophylactic version, and for Cesarean section on rélative grounds. The induction 
of premature labour in private practice was not desirable; women with contracted 
pelvis should be delivered in a Klinik. 

At the recent congress of German Naturalists and Physicians in Dresden 
(Miinchener m. Wehnschr., 1907, No. 40, S. 2,006) Leoporp reported that 
hebosteotomy had been performed in the Dresden Klinik upon 60 women with simple 
flat, flat rachitic, or generally contracted pelvis, with a C.V. of from 6°5 to 8'0cm.; 
all the mothers were discharged well, 4 children died in the first 30 cases, none 
in the last 30. Maternal injuries could not always be avoided. Leopold’s 
technique differs from Bumm’s: he makes a small stab down upon the tuberculum 
pubicum and passes Déderlein’s needle from above downwards round the posterior 
surface of the os pubis. Four assistants are invariably required. He delivers the 
woman at once: applies the forceps if the head can be pressed into the pelvis; in 
multipare more often he employs version. The forceps may injure the vagina and 
even cause lacerations communicating with the operation wound. But serious lacera- 
tions of the vagina by the forceps happen even without hebosteotomy. A primary 
condition for success is that the woman is not infected. Even gonorrheeal infection 
is to him a contra-indication of hebosteotomy, and then he prefers subcutaneous 
(? Frank’s) Caesarean section or even Porro’s operation. Venous thrombosis not in- 
frequently delayed recovery, but all the patients could walk well when discharged. 
‘Though the operation is not difficult, the practitioner must remember that the after 
treatment of injuries is extremely troublesome. If he has not adequate assistance, he 
should, if possible, send the patient to a Klinik. In private practice perforation of 
the living child must remain as a last resource. 

Kroénic concurred with Leopold except as regarded immediate delivery. He had 
operated in various ways on 20 cases and drew no great distinction between symphyseo- 
tomy and hebosteotomy, finding the same incidents happened after either operation. 
To him gonorrhea, though an undesirable complication, was not a contraindication. 

Scuenx had done the operations in 9 cases, with the assistance of midwife- 
students only, and with only one death of a woman infected by the useless application 
of the forceps. 


Subcutaneous Hebotomy, with 30 New Cases. 

Kannectesser. Archiv f. Gyndkol. Bd. 1xxxi., p. 566.—In this, the author’s 
second publication on this subject, the immediate results are even better than in the 
first series, presenting no mortality for either mother and infant, whereas among the 
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21 cases published in 1906, there were 4 infantile though no maternal deaths. The 
operation was undertaken in all the varieties of contracted pelvis when the true con- 
jugate measured from 80 to 65cm. At the Royal Lying-in Hospital, Dresden, 
Cesarean section is, as a rule, only performed when the true conjugate measures 6 cm. 
or less. Kannegiesser recommends hebotomy to the general practitioner, but insists 
that he must have the help of a good anesthetist, of another colleague to sponge and 
compress the wound after the bone has been divided, and of two persons to hold the 
legs of the patient. The instruments required are few: a Déderlein’s hook and a few . 
Gigli’s saws, in addition to the general obstetrical outfit. He gives the subsequent 
histories of 18 out of the 21 cases of his first series. All these women had been able 
to resume their work soon after leaving the hospital; in 5, a slight prolapse of the 
vaginal walls was noticed, but was satisfactorily kept up by a suitable pessary. Four 
babies died after discharge from the hospital, but death in every case was due to 
digestive trouble. H.'T. 


The Influence of Hebotomy upon the Indication for Versions and 
Extraction. 

Licutenstern. Archiv f. Gyndkol. Bd. 1xxxi., p. 626.—A detailed account of 
154 cases of version and extraction, performed at the Royal Lying-in Hospital, 
Dresden, in the years 1901 to 1905. The infant mortality was 26°62 per cent. Hebo- 
tomy, which has since been introduced, would probably have saved 24 infant lives 
and thus have reduced the mortality to 11°04 per cent. Cases in which formerly the 
obstetrician would have tried to save the life of the child by version and extraction, 
though a pronounced disparity existed between child and pelvis, must in future be 
dealt with by hebotomy. The cases here recorded were treated by version because 
this operation was preferable to high forceps and Cesarean secticn was limited, by 
the rules of the Hospital, to extreme cases. The author hopes that the results of 
version and extraction will improve and the operation resume its proper place in 
obstetrics if unsuitable cases are not dealt with by this method. The efficiency of 
hebotomy should be fully recognised by the general practitioner, so that he can 
operate himself or send suitable cases to Hospital. When neither of these courses is 
open to him version and extraction remains a very useful operation. BH. Y. 


The Justification of Hebotomy. 

Riute (Watrter), Elberfeld. Archiv f. Gyndkol. Bd. |xxxii., p. 236.—Rihle is 
not sanguine about the future of hebotomy. He considers that the percentage of 
maternal deaths is too high (5°94 per cent.), and that serious injuries to the bladder: 
and vagina are too frequent. He agrees with Zweifel that the operator should give 
the natural powers a chance after the bone has been divided, and not immediately ' 
proceed to extract the child with forceps. Most of the serious injuries to the bladder- 
and vagina have occurred during forcible extraction. Even if a long time elapses and 
low forceps has to be used, in the end this constitutes a safer proceeding. He 
advocates the performance of the operation at the onset of labour, especially in 
multipare. Hebotomy is contraindicated in flat pelves with a true conjugate below 
7'5cm., and in general contracted pelves with a true conjugate below 8cm. 


Pubiotomy in America, with the Report of Two Cases. 

Fry (Henry D.). Surgery, Gynecology and Obstetrics, August 1907.—Fry reports 
two cases of pubiotomy, and gives a tabulated statement of 20 performed by various 
operators in America. In both of his cases attempts had been made to deliver by 
forceps. In the first, the mother recovered, but the child died on the 5th day from 
meningeal symptoms; there were two fractures of the occipital bone and blood clot at. 
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the base of the brain. In the second, the mother died on the llth day of septic 
phlebitis and cardiac embolism. The child only made a few ineffectual efforts at 
respiration. The 20 cases include his own two, and 4 of the mothers died: 1 from 
shock on the 2nd day; 1 from sepsis on the 5th day; 1 from pulmonary embolism 
on the 42nd day, and 1 from septic phlebitis and embolism. Of the children 8 were 
lost. 

The author has asked the opinion of a number of men about the operation. Norris, 
De Lee, Marx, Peterson, E. B. Montgomery, A. H. Bill and C. S. Bacon are in 
favour of it, but some of them have not yet performed it. Cragin, Davis, Hirst, 
F. S. Newell, Gustav Zinke, Dorland, Jarman, Lapthorn Smith, Jewett and Gustav 
Seeligman are all opposed to it, but only 3 of them have performed the operation. 

Fry himself is in favour of the operation, if the child is living and there is some 
contraindication to Cesarean section, such as ineffectual attempts to deliver with 
forceps; as he says: ‘It is better to have a live woman at the end of a tedious con- 
valescence than a dead one after a “successful” operation.’ Rosert JARDINE. 


Puerperal Infection. 


LittLe (HERBERT M.). Montreal Med. Journ. Vol. xxxvi., No. 6, pp. 395—405.— 
This paper is based upon the experience of a year’s work at the Montreal Maternity, 
but only the results of the author’s own practice are included in it. Stress is laid 
upon the following points :— 

1. Prophylaxis should begin early in pregnancy. To this end the importance of 
maintaining the patient’s general health cannot be overestimated, as the better the 
health of a parturient woman the less is the likelihood of infection, and the less 
likely is it to be serious should she become infected. 

Profuse vaginal discharges should be treated locally as early as possible. In the 
majority of cases copious douching with salt solution or boric acid suffices if combined 
with rest. If not, swabbing with stronger antiseptic solutions, under anesthesia, 
will almost certainly effect a cure, and advantage should be taken to treat warts, or 
erosions, at the same time. The author speaks highly of the permanganate of potash 
and oxalic acid method of disinfection for these cases. 

2. Methods employed in the conduct of aseptic labour. The preliminaries are a 
full bath, emptying the rectum by an enema, and shaving and disinfection of the 
vulva. In all cases where operative interference is necessary a piece of protective 
rubber tissue is moistened with chloroform and applied over the buttocks and 
perineum. By this means infection from the rectum is excluded. In ordinary cases 
sufficient information as to the course of labour can be ascertained by abdominal 
palpation and invagination of the perineum. After very little practice rectal 
examination with sterilized rubber gloves dispenses with the necessity of any vaginal 
examination. 

The correct management of the third stage is emphasized. Retention of the 
membranes is not nearly so dangerous as exploring the uterus to remove them, except 
when they can be felt hanging out of the cervix, in which case the ascent of organ- 
isms from the vagina to the uterus is undoubtedly favoured. Stress is laid on the 
importance of catheterization of the bladder after the completion of the third stage. 
After every labour there are cracks and abrasions about the vestibule which will heal 
in a few hours if left alone. If catheterization is necessary later these cracks and 
abrasions will be opened afresh and will remain a possible site of infection. In 
addition, nothing hinders the involution of the uterus so much as distension of the 
bladder. The importance of a firm, well-involuted uterus, early in the puerperium, 
in the prevention of hemorrhage and sepsis, cannot be overestimated. 

8. The recognition of varieties of sepsis. No clinical methods suffice, and exact 
diagnosis can only be arrived at by bacteriological examination of the lochia in utero 
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and the blood. The author strongly recommends Williams’ method of obtaining the 
former. Nevertheless the macroscopic appearance of the lochia collected in a tube is 
suggestive of the nature of the infection. Should the lochia be stringy and gelatinous, 
of a greenish-yellow colour, and possibly streaked with blood, a gonorrhceal infection 
is probable, whereas in streptococcic infections the breaking down of the red-blood 
corpuscles gives the lochia a diffuse cherry-red appearance; in anaérobic infections 
the lochia are usually of a dirty dark-brown colour. No importance can be attached 
to the smell. 

4. The treatment of intra-uterine puerperal infections. The author most strongly 
condemns the use of the curette, which, in his opinion, is positively harmful in strepto- 
coccic and valueless in gonorrheal infections. Strong antiseptic solutions cannot 
penetrate sufficiently deeply to be of any use, hence he recommends salt-solution or 
mild antiseptic douches only locally. In severe streptococcic infections he is a firm 
believer in the efficacy of fluids: “by the use of rectal salines, submammary salines, 
and by forcing the patient to drink, ten to twelve litres of fluid can be given in the 
twenty-four hours, and where this is done there can be no doubt as to its therapeutic 
value.” 

He is sceptical as to the results obtained by the injection of silver salts. In the 
future great expectations may be raised when vaccines will be rapidly obtained and 
employed in the way suggested by Wright. The varying characteristics of the 
organism found have, up to the present, rendered the use of antistreptococcus serum 
of no practical value. 

5. The treatment of incomplete abortion. The line of treatment to be adopted is 
the same. Removal of the retained products by the finger, never by the curette, and 
provision of free drainage from the interior of the uterus by wide dilatation of the 
cervix, rather than by gauze plugging, are sufficient in most cases. Severely septic 
cases are to be treated on the lines detailed above. 

In conclusion, the author comments on the treatment of puerperal sepsis as 
described by Gordon in the January number of this Journat. He is convinced that 
better results would have followed if the vigorous use of the curette and the necessarily 
ineffective attempts at disinfection of the interior of the uterus had been replaced by 
milder measures. ABERNETHY WILLETT. 


Puerperal Infection: Thrombosis: Ligature of Right Ovarian 
Vein: Recovery. 

Lenpon. Australasian Med. Gazette, March 20th, 1907, p. 120.—The case re- 
corded is one in which a rigor occurred on the third day after labour, and was 
followed by irregular fever for 10 days in spite of frequent intra-uterine douching. 
At the end of the second week a mass was felt to the right of the cervix, and a few 
days later this was examined through an incision in the posterior fornix. It was 
found to be due to thrombosis of the veins of the right broad ligament. The 
abdomen was therefore opened and the efferent ovarian vessels of that side included 
in a cat-gut ligature without any attempt being made to isolate the ovarian vein from 
the other structures in the broad ligament. There was some improvement for a few 
days, but a further wave of pyrexia set in 3 days after the operation. Anti- 
streptococcic serum was administered, and the fever again subsided, but another rise 
in temperature occurred 10 days later, accompanied by a scarlatiniform rash. This, 
however, gradually subsided, and the patient made a complete recovery. The writer 
briefly discusses the case and the treatment adopted, which, he says, was suggested 
by the successful case recorded by Cuff in this Journat (vol. ix., p. 317). J.S.F. 


Unusual Differences of Development of Twin Feetuses. 
Hartoc. Miinchener med. Wehnschr., 1907. No. 36.—The patient aborted two 
foetuses, which presented interesting differences in development. The one measured 
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18°20cm. in length, corresponding to the development at the fourth or fifth month, 
while the second was only 3°4cm. long, and only of the size of a two-months’ foetus. 
The case, in the author’s opinion, was one of superfecundation. Some previously 
recorded cases of the kind are referred to, the most remarkable of which was that 
reported by Schultze and Rollemann, in which at the birth of a full-time child, a six 
weeks old ovum was found attached to a fully developed placenta. 


E. S. CarmicHagt. 


Congenital Dislocation of the Hips. 

Autis (Oscar H.). Surgery, Gynecology and Obstetrics, July 1907.—Allis main- 
tains that congenital dislocations of the hips are not due to defective development, 
but are traumatic in origin, and are caused by uterine contractions during birth. He 
contends that the long accepted teaching of Sir Astley Cooper, that dorsal dislocations 
are due to force applied in the long axis of the limb when it is extended upon the 
trunk is unsound. From experiments on the cadaver, Allis has found that dislocating 
the hip, in the extended position, by force exerted through the long axis of the 
femur, will cause fracture of the rim of the socket of the pelvis, or of the neck or 
shaft of the femur. When the femur is flexed at right angles to the trunk, he has 
found that dislocation of the hip can be brought about by force through the femur, 
without any injury to the socket or other parts. 

He believes that the so-called congenital dislocation of the hips is brought about 
by the knees of the half-born child being caught at right angles to the trunk by 
strong uterine contractions. The heads of the bones are thus forced back out of the 
sockets. That nearly 90 per cent. of the cases occur in female children he explains 
in the following way : it is much easier to dislocate a hip when the leg is abducted, as 
well as flexed. Male children are larger and longer than female ones. The female 
pelvis, at birth, is as wide as the male one, and the femur of the female child is 
shorter, therefore pressure applied to the knees in the female will act more 
obliquely than in the male, and this obliquity is highly favourable to dislocations 
from pressure. 

In some cases an inward dislocation is found and, in some, only one hip is affected. 
In experimental work occasionally only one hip was dislocated, although the force 
was applied to both femurs, so it is possible the same thing may occur in utero. 

Allis believes that the manipulations by the nurse in applying the diaper, may 
reduce the single or bilateral dislocations. The nurse flexes the child’s thighs, lifts 
the lower part of the child, separates the thighs to get the diaper between them and 
then presses down the knees. These manipulations are exactly the same as a surgeon 
would carry out in attempting to reduce a dislocated hip. The inward dislocations 
occasionally found may have been brought about in this way. 

He discusses the diagnosis and treatment of the condition. He is not in favour of 
Lorenz’s method of forcibly rupturing every structure which opposed the freest 
latitude of motion before attempting reduction, but uses pelvic fixation and a lever, 
with the thigh flexed at right angles to the trunk. Rosert JARDINE. 


The Prophylaxis of Venereal Disease from the Standpoint of the 
Gynecologist. 

CLEVELAND (CremMENT). Surgery, Gynecology and Obstetrics, August 1907.—In 
his presidential address to the American Gynecological Society, Dr. Cleveland deals 
with the suppression of the “Social Evil.” According to Dr. Prince A. Morrow, 
gonorrhea is the most widespread and universal of all diseases of the adult male 
population, of which 75 per cent. or more are affected. Indeed, according to 
Noegerrath, 800 out of every 1,000 men married in New York have, or have had 
gonorrhea. Between 20 and 30 per cent. of the cases of blindness in America are 
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caused by gonorrhceal infection. Fully 70 per cent. of all gynzcological operations 
are necessitated by the effécts of gonorrhceal infection. 

In view of these facts, Dr. Cleveland strongly urges that every effort should be 
put forth to combat this disease. The medical profession must lead the way in en- 
lightening the public, but the medical profession cannot undertake the task unaided. 
The work is already being taken up by philanthropic institutions, and he holds that 
all educational institutions, colleges, seminaries, and schools, should have courses on 
sexual physiology and hygiene. 

The American Society of Sanitary and Moral Prophylaxis was started in 1905, in 
New York, under the presidency of Dr. Prince A. Morrow, and similar societies have 
been formed in Chicago and Philadelphia, their object being to limit the spread of 
diseases having their origin in the social evil. The parent Society was found in Paris 
in 1900 by Professor Fournier. 

Parents should teach their children the fundamental parts of the physiology and 
pathology of the generative organs. At an early age children recognize the difference 
in sex, and if not informed upon the purposes of the sexual apparatus, will grow up 
with erroneous ideas. Among young men there is often an idea that sexual inter- 
course is necessary for health. Dr. Cleveland insists on the injustice of a man 
demanding of a woman a chastity he will not practice himself. There should not be 
two standards of morality. He would have parents and guardians take up the stand 
that before consent is given to marriage the man should produce a certificate of 
freedom from venereal disease, signed by a respectable physician. He considers that 
if a certificate of this kind were demanded, the knowledge of this would keep most 
young men in the paths of virtue. 

He closes his address with the following sentence : “We cannot, of course, hope for 
the realization of Sir Thomas More’s ideal commonwealth in the Island of Utopia, 
but we shall have done something to avert the damnation which overtook Sodom and 
Gomorrah.” Rosert JARDINE. 


Did Henriette d’Angleterre (daughter of Charles I.) Die from 
Ruptured Tubal Gestation ? 

Pozzi. La Presse Médicale, June 26, 1907, p. 406.—Diverse causes of death have 
been alleged in this case : poison, acute peritonitis from perforation of a gastric ulcer, 
or perforation of a gangrenous appendix. Dr. Cabanés, in a learned communication 
to the Académie de Médecine de Paris, reported upon by Professor Pozzi on June 4, 
1907, declares that the cause was almost certainly an appendicitis, but in the essay 
submitted by Professor Pozzi as entitling him to election to the Société de Médecine 
(Za Presse Médicale, June 26, 1907, p. 406), he tries to prove from contemporary 
documents (various reports and the procés-verbal of the autopsy), clinical and 
anatomical, that the death in nine hours was due to profuse internal hemorrhage 
caused by the rupture of an extra-uterine pregnancy in the first or second month. He 
points out the perfect agreement of the classical symptoms of that accident with those 
observed in the case in question, and insists that the absence of vomiting invalidates 
the hypotheses of poisoning or peritonitis. Moreover, he has discovered that the 
hypogastrium was not inspected at the post mortem owing to the respect paid to the 
princess’s cadaver, and that it is therefore not surprising that the pelvic hemorrhage 
was not noticed. 


Interstitial Tubal Pregnancy, Perforated by the Sound passed 
through the Uterus into the Tube. 
Rigck (A.), Altona. Zentral. f. Gyndkol., 1907, No. 35.—Interstitial tubal preg- 
nancy is not of common occurrence, and the case reported is of exceptional clinical 
interest. The patient was 28 years old, and had had two children, one born dead. 
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After being curetted for an abortion and repeated hemorrhage, she was found to 
have a small tumour the size cof an apple adherent to the left side of the uterus. The 
sound was employed for diagnostic purposes, and after it had entered for 8cm. 
directly, on being turned a little to the left it slipped in without strong pressure or 
encountering any resistance more than 17cm. The woman collapsed and was sent 
into hospital with all the symptoms of internal hemorrhage. A ruptured tubal 
pregnancy was suspected, perhaps the rupture of a pyosalpinx owing to the manipula- 
tion of the sound. On abdominal section, the peritoneal cavity was found full of 
blood, the uterus was fixed low down by the tumour on its left side, and at the left 
cornu where the tube left the uterus, there was a projecting nodule the size of 4 
walnut. When the uterus had been freed by breaking down the tumour, and brought 
outside the abdomen, an opening in the nodule was found from which blood was still 
escaping. The nodule was excised out of the uterine tissue and its bed stitched up; 
the left ovary and tube as they were diseased and formed a great part of the wall of 
the adnexal tumour, a hematocele, that had been broken down, were removed, and 
the left broad ligament was utilized to cover the defect in the uterus and a superficial 
tear in its posterior wall. Before closing the abdomen the blood which continued to 
ooze from the deep parts, was as far as possible removed. The patient’s pulse had 
improved during the operation, but she had much vomiting afterwards, a pulse of 
160 and a temperature of 39°C. The bowels were moved by a clyster on the third 
day, after which she did well and was discharged on the 24th day after the operation, 
her uterus being adherent on the left side and behind. 


The specimen was almost spherical, 3°5 to 4cm. in diameter ; the cut surface, almost 
circular, showed in its centre the conical uterine end of the tube. The anterior side 
of the specimen was smooth uterine surface; at the left side the abdominal end of 
the tube, here not thickened, could be distinctly traced from the uterine tissue. 
Taking the amputated surface as base, the irregularly torn spot from which the 
bleeding escaped at the operation was on the summit of the nodule. On the 
posterior surface there were deposits originating from the adnexal tumour, the 
hematocele. A median section through the apparently intact uterine stump of the 
tube and the perforation opening, nearly perpendicular to the normal course of the 
tube, divided the course of the perforation almost exactly in two, so that it could be 
traced on each half of the section. It ran at first 0°75cm. through the uterine sub- 
stance in the apparently intact tube, then through the products of the pregnancy 
consisting (microscopically) of chorionic villi, decidua, blood and fibrin, and ended 
in the easily recognized perforation opening. To the naked eye the gestation for two- 
thirds upwards from its base was surrounded with uterine tissue to the thickness of 
0°5 to 0°7cm.; towards the summit this thinned away, so that at the very top the 
wall seemed to be peritoneum only. The left tube and ovary were closely agglu- 
tinated, the tube, except at the uterine end, where it was almost normal, was as thick 
as a little finger. It was torn through in the middle, contained old chocolate-coloured 
blood, was narrowed at its abdominal end, the fimbrie being drawn in and shortened. 
The ovary was of a long sausage shape. 


The course seemed to have been that spontaneous abdominal hemorrhage occurred 
4 weeks before the first uterine hemorrhage, that is 14 days after the omission of the 
menses. This caused the formation of a hematocele, the anterior wall of which was 
formed by the broad ligament ovary and tube; but the special almost fatal hemorrhage 
was directly due to the sound which passed directly through the gestation and ap- 
parently through the old rupture. Clinically and anatomically the case is an absolute 
proof of the passage of the uterine sound into the tube in the usual method of using 
the instrument. It is true the tube was pregnant, and its axis was therefore more in 
line with the long diameter of the uterus. But no enlargement of the lumen of the 
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tube could be detected, and the sound appears to have passed through an apparently 
intact portion of the tube 0°75 cm. long without causing any damage to it. 


Thorn, in a critical article (Zentralb. f. Gyndkol., 1904, p. 1,072) of reported cases 
of the direct passage of the sound into the tube, admits only the two cases of Bischof 
and Fléckinger and two of his own; later (ibidem p. 1,253) he admits a case of 
Ahlfeld’s as the unique instance of the sounding of a normal tube in a normal uterus. 


Advanced Ectopic Gestation. 


Szaz6 (Dionys v.), Kolozsvar. Archiv f. Gyndkol. Bd. Ixxxii., p. 105.—Szabé 
gives an account of 5 cases of advanced ectopic gestation. The first took place in a 
rudimentary horn of the uterus which had assumed the shape of a hard round ball; 
the other horn looked like a small uterus. An overterm slightly macerated fcetus 
48'5 cm. long, was removed from the tumour, which was the size of a man’s head and 
contained 3 spoonfuls of a thick, reddish-brown, non-offensive fluid and a thin, flat 
placenta. In the second case pregnancy had taken place in a diverticulum of the 
right tube. An overterm large foetus was found in the tumour, which contained 
3 pints of an opaque dirty-brown fluid. The walls of the sac were very rotten in 
parts, especially where the placenta was attached. The third case was an interstitial 
pregnancy, ruptured during the 4th month of pregnancy with considerable hemor- 
rhage. Supra-vaginal amputation of the uterus was performed. The fourth case was 
a full-term ruptured tubal gestation. The operation was very difficult owing to 
numerous intestinal adhesions. In the fifth case, there was a right tubal gestation 
of 17 months with suppuration in the ovisac. In detaching the omentum the wall of 
the sac burst, a stinking fluid escaped, and a macerated suppurating foetus was partly 
removed. The parietal bone was adherent to Douglas’s pouch and left behind. In 
trying to detach this bone, the rectum was torn and a Murphy’s button had to be 
used. This patient died; the foetus had been dead 5 months. The other 4 cases 
did well. H.T. H. 


A Large Intraperitoneal Hzematocele from Hzmorrhage in a 
Corpus Luteum. 

Enestrém (Otro). Archiv f. Gyndkol. Bd. 1xxxii., p. 60.—Engstrém records a 
case of hematocele which, before operation, had been considered to be the result of 
tubal pregnancy. The tubes, however, were found perfectly normal, while the left 
ovary showed a large coagulum opposite the hilum. This clot was connected to the 
outer pole of a fresh corpus luteum, and the hemorrhage had originated in the 
parenchyma of the ovary at the spot where the follicle had ruptured. The hemor- 
thage had occurred after a severe attack of influenza. Microscopical examination 
showed an absence of foetal elements. H. T. H. 


Actinomycosis of the Female Genital Organs. 


Nevnivser. Deutsche med. Wchnschr., 1907. No. 36.—A large swelling was 
found in the ileo-cecal region of a patient «t. 60 years, surrounded by a mass of 
inflammatory tissue. It to a large extent filled up the true pelvis, the right ovary 
being incorporated in the mass. The tubes and uterus were alike bound down by 
adhesions. The vermiform appendix and ceacum were also involved in the adhesions. 
Neuhauser is of opinion that the primary condition had commenced in the appendix 
vermiformis. 

Several cases have been recorded, occurring in the same position, and it is probable 
that the infection in most of them is an intestinal one, the cecum and vermiform 
appendix being the seat of election for the condition. E. Scorr CarMIcHAEL. 
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The Treatment of Dysmenorrhea. 

Potano. Miinchener m. Wehnschr., 1907. No. 35.—Four forms of dysmenorrhea 
are described, the first being due to mechanical obstruction, the second to inflamma- 
tory changes in the endometrium, the third being a reflex condition from the ovaries 
or other organs, and the fourth a part of a general nervous hysterical affection. 
Admitting that the particular cause must be discovered in all cases, Polano recom- 
mends his method of treatment in all forms which have resisted other methods. It 
depends on the physiological antagonism between the ovary and mamma. He 
diminishes the congestion of the ovary and tubes, by acting upon the mamme so as 
to stimulate their functional activity. This is done by applying Klapp’s suction 
apparatus to each breast some days before the onset of the menstrual period. It is 
applied 4 to 4 an hour at a time until the last day of the period, and causes conges- 
tion of the breast for some hours and even days. Secretion of milk can be thus pro- 
duced even in a virgin breast, and menstruation may stop for a considerable time. 
The dysmenorrhea is relieved and frequently disappears. E. CarMICcHAEL. 


Inversion of the Vagina. With a Description of a presumably 
New Operation for its Relief or Cure. 

Harris (PHILANDER A.). Surgery, Gynecology and Obstetrics, August 1907.— 
The term inversion of the vagina in cases in which the uterus has been removed, is 
used to indicate complete prolapse of the vagina, and the consequent descent of some 
of the pelvic viscera into the perineal sac. The author has met with three such 
cases; he had performed the primary vaginal hysterectomy in two of them, in one 
seven and in the other four years previously. In the first case he performed the 
following operation:—The vagina having been disinfected, reinverted and packed 
firmly with gauze, a median suprapubic incision was made and the round ligaments 
found and dissected out. An opening was then made at each side of the vagina at 
its fundus, and the right round ligament was threaded through these holes from 
right to left, and the left one, from left to right. Each distal end was then drawn 
tight and sutured to the base of its fellow, and sutures were also passed through the 
vagina and the ligaments at the points between immergence and emergence. A small 
perineorrhaphy was then performed. The second case was operated on in the same 
way, but in addition, the mucous membrane of the vagina was denuded at its fundus 
before the ligaments were transfixed. In both cases the result was most satisfactory. 

In reply to enquiries addressed to 228 Fellows of various societies for information 
regarding the condition, Harris has heard of 153 cases. Some of his correspondents 
asserted that procidentia uteri had in every case existed prior to the hysterectomy. 
Various plastic operations on the vagina, including its complete closure, had been 
tried, but the results had been poor, except when the vagina was closed, and this is 
not a very suitable procedure. Several operators had done supra-pubic section and 
sutured the broad, round and utero-sacral ligaments to the upper end of the vagina, 
and two had stitched the bladder to the abdominal parieties. The results had been 
good in these cases. 

Whenever hysterectomy is done with a history of previous prolapse of the uterus, 
many operators now adopt the practice of sewing the round and broad ligaments to 
the cervical stump or to the top of the vagina. Rosert JARDINE. 


Incision of the Anterior Uterine Wall (Anterior Colpo-hyster- 
otomy) as a Treatment of Chronic Inversion of the Uterus. 
Pererson (Revsen). Surgery, Gynecology and Obstetrics, August 1907.—The 
author’s first case for an inversion of 16 months’ standing was published in American 
Gynecology, June 1903; his second, now reported, was done in 1904, on a patient 
seen by him in consultation 12 years previously. At that time the inversion was of 
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2 months’ standing. Taxis and elastic pressure were tried without avail, and Thomas’s 
operation was proposed but declined. In 1904, the inverted uterus nearly filled the 
vagina, and bled easily on handling; the patient had been suffering from rather 
severe hemorrhage two or three times a month. 

The inverted uterus was drawn down and an incision of 3cm. in length made in 
the anterior lip down to, but not through, the peritoneum. As an attempt to reinvert 
the uterus failed, a transverse incision, 5cm. in length, was made, just above the 
anterior cervical lip, and the vesico-uterine pouch was opened; the longitudinal 
cervical incision was then deepened through the peritoneum, and carried up until it 
reached within about 2cm, of the fundus, after which reinversion was easily effected. 
The cut edges of the uterine wall remained considerably everted, and to get the serous 
coat to meet, a wedge-shaped portion had to be removed. The incision was closed 
with a continuous catgut suture reinforced by a few Lembert sutures. The fundus 
was returned, and the transverse incision united with catgut, except for a small 
aperture for a gauze drain. The patient made a good recovery. 

The author describes the various methods of operating by the abdominal and 
vaginal routes, and tabulates many cases by different methods. He is strongly in 
favour of Spinelli’s operation, and gives a tabular statement of 9 cases, including his 
own two, in which the results were good. 

Pregnancy following incision of the uterus for inversion has occurred 5 times. 
In two of the cases the placentas were adherent. One of the patients died 4 days 
after confinement, but as she had been attended by a midwife, and no physician was 
called in, not rupture of the uterus but sepsis was probably the cause of death. 
Reference is made to 84 publications on the subject. Rosert JARDINE. 


100 Consecutive Abdominal Sections in Hospital Practice. 
Parsons (J. Inctis). Brit. Med. Journ., 1907. Vol. ii., p. 452.—This is a record, 
with tabular statement, of 100 consecutive abdominal sections performed for gynexco- 
logical conditions in the Chelsea Hospital for Women. All the patients recovered. 
Parsons considers that success in abdominal surgery depends more on perfect aseptic 
arrangements than on anything else. Frank E. Taytor. 


Drainage of the Peritoneal Cavity in Operations on the 
Appendages. 

Osterton, Dresden. Archiv f. Gyndkol. Bd. 1xxxii., p. 1.—This issue of the 
Archiv is dedicated to Professor Franz von Winkel in honour of his 70th birthday. 
Osterloh gives an account of 142 laparotomies for removal of the appendages. He 
had to drain 61 cases, but only used drainage when the peritoneal cavity had been 
infected by overflowing pus, when the hemorrhage was profuse and over a large 
area, or when the intestines had been injured. He does not believe that the 
danger of a hernia is greater in laparotomies with drainage than in ordinary laparo- 
tomies. At the same time he advises limiting drainage as much as possible by care- 
fully packing the peritoneal cavity during operation, very accurate hemostasis, and 
avoiding injuries to the intestines. H.T. H. 


An Unusual Case of Hydatids of the Uterus and Ovaries. 

Tirter, Zittau. Archiv f. Gyndkol. Bd. 1xxxii., p. 180.—Both ovaries were 
enlarged to the size of a child’s head, and the uterus corresponded to an 8 months’ 
pregnancy. All the organs contained enormous quantities of hydatid cysts with 
hooklets, and the wall of the uterus was permeated with cysts. H.T. . 


Ovariotomy during Pregnancy. 


Fratav (S.), Niirnberg. Archiv f. Gynakol. Bd. Ixxxii., p. 452.—Flatau gives 
the statistics of 234 ovariotomies performed during pregnancy with 49 abortions. 
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As the severity of the symptoms and of the complicating diseases would have made 
abortion likely in 22 of these cases, even without surgical interferences, Flatau reduces 
his numbers to 262 ovariotomies with 27 abortions (10°3 per cent.). His investigations 
show that, with expectant treatment, 17 per cent. of all cases of pregnancy com- 
plicated by new growth of the appendages abort; he, therefore, considers it the duty 
of the surgeon to urge operation. He advises the abdominal route, very gentle 
handling, and operating with the patient in the horizontal position; raising the 
pelvis is strongly contraindicated. For narcosis he advocates either oxygen-chloro- 
form, or spinal, anesthesia. H. T. H. 


Fibroids and Fibromyomatous Tumours in Unusual Sites. 

Cameron (S. J.). Brit. Med. Journ. Vol. ii., p. 448.—Cameron describes some 
fibroids of the ovary, abdominal wall, bladder, Fallopian tube, ovarian ligament and 
vagina, with which he has had to deal. Frank E. Tayror. 


Measures to be Recommended to Secure the Earlier Recognition 
of Uterine Cancer. 

Spencer (H. R.) and others. Brit. Med. Journ., 1907, vol. ii., p. 431.—In 
England and Wales cancer of the uterus causes nearly 4,000 deaths annually. Spencer 
combats the pessimism of many authorities, and believes that in the early stages 
cancer of the uterus is curable, in a large proportion of cases, by a vaginal operation, 
with a very small immediate risk to life, and that in more advanced stages it may 
still be cured by the extended abdominal operation, with a higher immediate mortality. 
The proportion of patients who apply to gynecologists at the beginning of the disease 
is small, on account of: (1) the patient’s ignorance of the early symptoms of the 
disease ; (2) the practitioner’s delay in examining cases with the early symptoms of the 
cancer (hemorrhage and discharge); (3) the patient’s disinclination or refusal to 
submit to examination, and (4) the occasional difficulty in distinguishing between 
benign and malignant tumours, especially in the body of the uterus. In the discus- 
sion on this paper the speakers showed practical unanimity on the main points, and 
a resolution was passed requesting the British Medical Association to appoint a 
committee to consider the best means of disseminating knowledge of the importance 
of the early recognition of uterine cancer. Frank E. Tayzor. 


The Operative Treatment of Carcinoma of the Cervix. 

Lockyer (C.). Brit. Med. Journ., 1907. Vol. ii., p. 443.—From 1901 to 1905 
Lockyer performed vaginal hysterectomy for cancer of the cervix, first scraping and 
burning out the growth as thoroughly as possible. Since 1905 he has invariably per- 
formed abdominal hysterectomy by Wertheim’s method. Under the former routine 
18°5 per cent. of all his cases were operated upon, under the latter, 70°59 per cent. 
With vaginal hysterectomy he had no primary mortality and 7 recurrences in 13 cases ; 
with Wertheim’s operation he had 4 primary deaths and 2 recurrences in 12 cases. 
Lockyer believes that Wertheim’s is the operation of the future for carcinoma of the 
cervix, and has abandoned vaginal hysterectomy for this condition. 

Frank E. Tayror. 


Chorionepithelioma. 

Swayne (W. C.). Brit. Med. Journ., 1907. Vol. ii., p. 440.—Of the two cases 
here recorded, the first occurred in an octipara aged 36, who had almost continuous 
hemorrhage for eleven months after an abortion at two months. Large masses of 
tissue were removed by the curette and showed the microscopic characters of chorion- 
epithelioma. After a succession of febrile attacks, the temperature reaching 105° and 
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the pulse 120, the uterus was removed by vaginal hysterectomy and a satisfactory 
recovery followed. 

The second case occurred in a multipara aged 34: an omission of one menstrual 
period was followed by a flooding, and then by a discharge, at times offensive. The 
uterus was enlarged to the size of a three-months’ pregnancy, and the temperature 
ranged from 99° to 105°, the pulse from 100 to 130. Curettage caused severe shock, 
hemorrhage and collapse. A polypoid mass removed, composed of soft, friable, 
malignant-looking growth, was reported by a pathologist to be probably sarcoma. 
As no radical operation seemed possible—there being hemorrhagic sputum, rales, high 
temperature and rapid feeble pulse, the patient was again curetted. This was 
followed by a rigor and a temperature of 104°, and a pleuritic rub developed below the 
left scapula. The symptoms gradually grew worse and the patient died. An autopsy 
revealed chorionepithelioma of the uterus, with metastases in both lungs only. 

Frank E. Taytor. 


Angioma of the Placenta. 

Kenmauner (F.). Archiv f. Gyndkol. Bd. lxxxi., p. 554.—The patient was a 
primipara, the labour was normal, and the child healthy; there was no excessive 
hemerrhage, and the placenta was expelled 14 hours after the birth of the child. 
On the foetal aspect of the placenta a slightly raised portion, violet in colour and 
the size of a shilling, was detected. When this was incised a tumour as large as a 
cobnut was easily shelled out from the neighbouring tissues. The chorion was slightly 
thickened where it came in contact with the tumour. On section the growth showed 
a lobulated structure with wide interstices. The chief mass consisted of an irregular 
network of close capillaries. It was covered with syncytium; Langhans cells were 
very scarce. There were no cystic spaces. Kermauner dwells on the very loose con- 
nexion between the tumour and the chorion as a most interesting point. H.T.H. 


On Glycogen in the Placenta. 

Drigssen (L. F.), Amsterdam. Archiv Gyndkol. Bd. lxxxii., p. 278.— 
Driessen’s investigations revealed the constant presence of glycogen in the placenta 
during the first months of its formation. The proliferation of the uterine glands was 
coincident with an accumulation of glycogen, especially in the papillary excrescences. 
During the latter months of pregnancy this substance disappeared when the lumen of 
the glands had been narrowed to longitudinal slits. Though glycogen was never 
found in the normal uterine mucous membrane, it could be demonstrated in 
abnormal conditions due to myomata, or malposition of the uterus. He looks upon 
the presence of glycogen in the uterus as the expression of an increased activity of 
the epithelial cells. Glycogen could never be detected in the cervical mucous mem- 
brane, but, in a case of tubal gestation, the epithelial cells of the Fallopian tubes 
secreted this substance. He very rarely found glycogen in decidual cells. In the 
earliest stages of placentation the ovum was covered by a layer of cells containing 
glycogen where the fcetal and maternal tissues come in contact. . He could never 
detect glycogen in the syncytium or Langhans cells, but it was evenly distributed 
in the connective tissues of the villi and chorion in the form of globules. The 
epithelial cells of the amnion proper never contained glycogen, but it was found in 
the amniotic layer of the umbilical cord. The greatest amount of glycogen was found 
from the third to the eighth weeks of gestation; the mature human placenta is almost 
free from glycogen. 


= 
q 
3 
— 
i 


Reviews of Recent Books 413 


REVIEWS OF RECENT BOOKS. 


ELfmMents pD’OsstéTrique. Par V. Wallich, Professeur agrégé 4 la Faculté de 
Médecine de Paris. Un vol. in - 16 de 660 pages, avec un atlas de 88 figures. 
Paris: G. Steinheil, 1907. Prix cartonné, 8 fr. 


Tus book has no preface, but it is evidently intended to serve as a handbook for 
students. As such it suffers somewhat from the fact that the illustrations—88 in 
number and many of them excellent—are all grouped together at the end of the 
volume, in “Book 4, Atlas,” instead of being inserted in the body of the book in 
association with the subjects which they illustrate. On this account chiefly the pages 
have a rather monotonous and unattractive appearance, an important defect in a 
text-book from the student’s point of view. 

The subject matter, on the other hand, is excellent and well-arranged, and the 
author has taken much trouble in finding out and recording the views of others, 
chiefly French authorities. Looked on as a text-book there is, perhaps, in some places, 
a tendency to too much quotation and too much of “such and such has been pro- 
posed,” although there are abundant indications that the author’s own experience has 
been large, and the precision of his directions for treatment, as a rule, leaves nothing 
to be desired. An interesting statement is made with regard to skin-cracks appearing 
during pregnancy. The author says that if there are few skin-cracks or none this is 
evidence that the tissues are firm. If, on the other hand, there are many skin-cracks, 
there will be difficulty in avoiding rupture of the perineum. 

He considers that, during pregnancy, vomiting, even of slight degree, ought to be 
considered as a pathological phenomenon due to auto-intoxication. 

Part of a chapter is devoted to “Puericulture,” a subject which the author says has 
only recently appeared in books on midwifery. Beyond the advice given to those 
who hope to become parents that they ought to choose the moment of fecundation at 
a time when they are both in good health, this sub-chapter deals only with what 
other text-books call “ Hygiene of Pregnancy” or “Management of Pregnancy.” 

The author divides labour into three periods—(1) The period of obliteration of the 
cervix, (2) dilatation of the cervix, and (3) expulsion of the foetus. He does not 
consider it safe to say that labour has commenced until the cervical canal has been 
obliterated. This certainly seems a safer rule than that of considering shortening of 
the cervix as an absolute sign that labour has begun. 

The mechanism of labour is explained carefully and clearly. Wallich gives ante- 
partum vaginal injections, and objects to the patient taking a bath at the beginning 
of labour “in the name of antisepsis.” 

He discountenances the employment of any anesthetic during labour, even 
“4 anesthesia,” which he says has been recommended seriously by no one. He con- 
siders that the partial anesthesia “née en Angleterre,” and sometimes known as 
“chloroforme a la reine” is, “like the celebrated bread-crumb pills,” employed by 
those who lack the energy to refuse the consoling action of a sham anesthesia. It 
would be interesting to hear the comments of educated and intelligent English multi- 
pare on this statement. He reinforces his remarks by the fact that administration 
of an anesthetic has never become the routine practice in any lying-in hospital. 
He considers that injection of cocain or stovain is not to be advised, because of the 
unpleasant sequel. 

The author is a keen advocate of abdominal examination during pregnancy, and 
approves of the term “neglected shoulder-presentation,” because the fact that the 
shoulder presents in labour is proof of neglect on the part of the patient or of her 
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medical attendant, on her part if she neglected to be examined, on his if he did not 
recognize or did not correct the mal-presentation. 

He finds that in spite of the large number of drugs that have been recommended 
for ptyalism the only treatment that has any good result consists in putting the 
patient on a rigid milk diet. 

The paragraphs on the treatment of cases of puerperal infection are clear and 
based on common-sense. The motto of the medical attendant should be “ Primum 
non nocere.” He advocates curettage in the first few days after labour, but deprecates 
it strongly after the end of the first week. He has little faith in abdominal section _ 
and drainage or in hysterectomy for puerperal infection. He thinks antistreptococcic 
serum harmless, but considers that there is no proof that it does good, and that its 
mode of action, if any, is unknown. 

This is one of the few text-books which advocate the simplest method of extraction 
of the after-coming head, viz., with the finger in the mouth. 

In the author’s description of Cesarean section he advises that an injection of 
ergotin should not be given early in the course of the operation lest uterine contraction 
should make the insertion of sutures difficult. We should have thought that most 
operators would rather suture a contracting than a flabby uterus. He advises drainage 
through the lower angle of the wound after this operation. He speaks of symphyseo- 
tomy with a considerable amount of approval. 

The causes of intractable vomiting of pregnancy are divided into (a) local and (b) 
general. Under the former heading there is no mention of vesicular mole or of 
hydramnios. The author does not refer to neurotic disposition as a factor in these 
cases, and looks on cauterization or dilatation of the cervix simply as “ thérapeutique 
utérine.” In the treatment of this condition, he says, “anything or nothing” may 
do good, but he does not give the student any definite line of treatment on which 
to work, beyond saying that Pinard recommends isolation and frequent small doses of 
milk. Acceleration of the pulse-rate above 100 per minute constitutes an indication 
for induction of abortion. 

There is a long account of the method of using Champetier de Ribes’s bag, but no 
warning is given that the bag may, as it fills, slip up above the head and require a 
little manipulation before it can act as a dilator. Again there is no warning given 
that the bag is likely to cause a malpresentation unless the head is steered into the 
pelvis as the bag is being expelled. 

This book is readable, trustworthy and interesting, and ought to prove of value 
to students. 


H.R. A. 
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